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Abstract
Background and Objectives'. Despite significant progress in prostate cancer research, 
screening of the disease has remained controversial. From a socio-epidemiological 
perspective, little is known of patients’ experiences and general practitioners’ perceptions 
on this issue especially in Iran. The purpose of this study was to explore the perceptions 
and experiences of Iranian patients and general practitioners about the early detection of 
prostate cancer.
Method; A mixed method design was adopted in two phases. Phase 1 (qualitative) used a 
grounded theory approach to interview a purposive sample of twelve men with prostate 
cancer and twelve general practitioners. Data were analyzed using MAXqda2 software. 
The findings from the quantitative phase informed the design of a survey (Phase 2) on 
615 Iranian general practitioners. The quantitative data was analyzed using SPSS (VI6).
Findings: Phase I revealed a continuous social process in the detection of prostate cancer 
from men and GP's perspective. For men, the detection process contained three stages of 
“making sense of the illness”, “seeking help”, and “seeking a diagnosis”. For GPs, four 
phenomena including “observation”, “communication”, “reflection” and “making 
decision” were developed. "Seeking to know the illness" and "interacting to assess the 
risk of prostate cancer" emerged from men and GPs’ data. The results from Phase 2 
showed that socio-cultural barriers and triggers influenced GPs’ interactions. According 
to the GPs, men’s lack of knowledge was the main barriers, which resulted in delay 
seeking care, but the wife had a significant role in persuading their spouses to seek help. 
Lack of a clear policy about screening was an important barrier in the detection of the 
disease.
Conclusion: The results provide useful insights about patients and general practitioners’ 
beliefs and perceptions on prostate cancer screening. Additionally, the findings could 
provide directions for policy makers to take socio-cultural aspects of prostate cancer into 
account in future health policy' planning. The findings point to the future development 
primary cancer care within the Iranian health system.
Key words: prostate cancer, early detection, men, general practitioner, experience, 
perception, grounded theory, survey
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Preface
Being a general practitioner working in different fields such as clinical practice, 
health system management, research and teaching medical students since graduation gave 
me a variety of experiences. Hence, I learned to view the different dimensions of 
phenomena altogether. My personal interest to understand psychosocial issues also 
helped me to think beyond my pure biological perspective as a medical doctor. As a 
result, I always thought that there is not a good convergence between biological and 
psychosocial aspects of the diseases/illnesses. I believed that, similar to biological 
aspects, the psychosocial dimensions of illnesses should have an important role especially 
in planning for primary health care. However, medical teaching and practice was not 
concerned enough about these issues.
I had read in some sources that medical sciences are based on the medical model, 
which is based on objective concepts. I loiew that it is the root of a long traditional 
physician-dominated medicine with a biological focus on diseases and their treatment. It 
seemed to me that looking at the psychological, social and cultural issues of health had 
minor importance in this model and every disease could trace to a specific pathogen or 
imbalance in some type of basic physiological function. I understood that this model, as 
Nettleton (2006) argued, stands on two major philosophical assumptions including 
reductionism, which assumes that disease can be traced to one scientific discipline, and 
mind-body dualism, which presumes that it is sufficient to deal with somatic side of the 
problem in treating.
IV
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Having this loiowledge, I assumed that the medical model has a restricted view 
about psychosocial factors. I thought that although the biomedical model has generated 
much scientific progress and can prove causality between agents and diseases; however it 
is not competent to justify the role of psychological dimensions of health and disease. 
This restriction is presumably related to the philosophical background of medical 
sciences, which is based on a positivist paradigm. Based on this paradigm, there is a 
significant gap between biological and social aspects of the diseases. In this regard, there 
are numerous unanswered questions in relation to some of the inquiries such as why 
people delay to follow up their illness, what is the difference between men’s and 
women’s health behaviours, what are the roles of social constructions in prevention and 
treatment of the illnesses? It seemed to me that the medical model is less appropriate for 
some health and illness issues such as delaying in detection of disease and would need to 
be extended or modified to be able to answer these questions.
It was my desire to gain a holistic view about health and illness since graduation. 
My effort continued until I finally found it in social medicine. In this view, I thought that 
it is possible to explore health and illness from both biological and psychosocial point of 
view. When I undertook a scholarship in epidemiology, I came to understand that there is 
an overlap between epidemiology and sociology, although they have root in different 
paradigms. Therefore, I focused to understand different aspects of prostate cancer 
detection by using a combination of qualitative and quantitative approaches.
Regarding the qualitative approach, I planned to explore men and GPs’ 
perceptions and experiences through the detection process of prostate cancer. Although I
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found that some studies have been carried out previously to investigate these issues, I 
then realized that little is yet Icnown about men and GPs’ perceptions from a bio­
psychosocial perspective. In such circumstance, it was more appropriate to open a new 
field of study in order to gain novel and original perspective to identify and conceptualize 
the salient issues related to the early detection of prostate cancer.
In relation to adopting an appropriate methodological framework for the 
qualitative phase, after studying a lot of literature and attending relevant courses, I 
decided to select the grounded theory approach with social constructionism as my 
theoretical framework inherent within the methodology. The reason for the selection of 
this methodology was that beliefs about the early detection of prostate cancer have social 
and cultural aspects instead of just biological concerns and grounded theory approach 
was a qualitative methodology that uses a systematic set of procedures to investigate 
social processes and social interactions of men and GPs through the detection of the 
disease. Instead of symbolic interactionism, which has often been used as a theoretical 
perspective in grounded theory studies to investigate how people create meaning during 
social interaction, I selected social constructionism as the theoretical framework to 
explore the social constructions surrounded the prostate cancer detection in Iranian 
society.
Having the above methodology, I selected men and GPs to gain in-depth 
information about the socio-cultural phenomena of the detection. Indeed, it has been 
recognized that the detection of prostate cancer does not begin when a man first 
encounters a specialist such as urologist to diagnose the disease. Rather, there are sorne
VI
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socio-cultural phenomena involving men, wives, friends, GPs, health providers etc. 
which need to be explored. Understanding these phenomena can provide a holistic view 
for health professionals to be able to manage the detection of prostate cancer in an 
appropriate time.
Conducting the qualitative study provided in-depth information about the 
different social phenomena, which happened through the processes of prostate cancer 
detection. This information informed the conduction of the second phase of the study, i.e. 
a quantitative survey. Through this suiwey, attempt was made to achieve applicability of 
the developed knowledge from the previous phase.
VII
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1.1, Introduction
This chapter starts with the background of study is presented. In this part, I 
attempt to show the importance of prostate cancer as an important issue in the field of 
men’s health. Then prostate cancer screening, as a controversial issue and concerns not 
only of society and individuals but also clinicians in relation to decision making and 
informal careers are addressed. This project highlights the dearth of research in relation to 
the patients and general practitioners’ (GPs) perceptions and experiences about the early 
detection of prostate cancer in general and explores this in the context of Iranian health 
system.
1.2. Statement of the research problem
The incidence of prostate cancer has increased in the last three decades. However 
mortality from the disease has remained relatively constant, though reduced mortality in 
the US has been noted. Advances in early detection of the disease has made prostate 
cancer a disease that affects men over a much longer time period than the incidence and 
mortality figures would suggest. According to this concept, prostate cancer in the 
community may be compared with an iceberg (Friis & Sellers 2004). The floating tip of 
the iceberg represents what the physician sees in the community. The vast submerged 
portion of the iceberg represents the hidden mass of the disease. The hidden part 
constitutes an important, unrecognized reservoir of the disease in the community and 
there is a challenge to its detection. Early detection is a controversial issue in preventive 
medicine (Dixon et al. 2009; Lin et al. 2008; Plowden 2006; Wilbur 2008).
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There has been intense debate over the last three decades about the early detection 
of prostate cancer. In spite of the significant progress in prostate cancer research, the 
decision is still complicated in relation to the screening of the disease (Schroder <& 
Wildhagen 2001). Although the early detection could be beneficial for patient, it needs to 
be rigorously evaluated to assess whether it is better than harm for the individuals (Bill- 
Axelson et ah 2008; Dixon et ah 2009; Lin et ah 2008; Plowden 2006; Neal & Donovan 
2000; Wilbur 2008).
There is a significant period in the early detection of the disease, in which 
detection is influenced by several factors including psychosocial aspects in addition to 
medical concerns. Understanding these factors is important in influencing screening 
behaviours and needs several issues to be taken into account including men’s 
experiences, men’s perceptions, general practitioners’ (GPs’) beliefs and practices. The 
review of literature revealed that the majority of research on prostate cancer focused on 
the medical aspects of screening rather than social constructions. Little is known of 
patients’ perceptions and experiences about their decision making and understanding of 
screening. In addition, the majority of studies which have investigated the detection 
process from the physician’s point of view are mainly quantitative. Furthermore, some 
studies attempted to explore the detection process from men's or GPs’ perspectives by 
qualitative approach, however there is still a gap in the field which surroundg the 
phenomenon of detection of prostate cancer from men's and GPs’ perspectives. To the 
best of my knowledge there is no study to investigate the interaction between patients and 
GPs in the domain of prostate cancer early detection. Cultural differences between 
different countries have not been investigated as US literatures tend to be predominant.
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1.3. Background
The estimation of global cancer shows that prostate cancer has become the fifth 
most common cancer, and the second leading cause of cancer death in men (Parkin et ah 
2005). About 680,000 new cases were globally reported in 2002, which are 11.7 per cent 
of male cancers. In comparison with 2001, there is more than a 50 per cent increase in 
incidence of disease in 2002 (Parkin et ah 2005; Parkin et ah 2001). Global cancer 
statistics would suggest that there are a larger proportion of men who are living with 
prostate cancer than die from the disease (Jemal et ah 2004).
The progress of prostate cancer from its sub-clinical stages to overt or apparent 
disease can be shown by the concept of the iceberg phenomenon (Gordis 2004). The 
submerged portion of the iceberg represents the hidden mass of the illness. Therefore, 
there is a far larger proportion of the disease in the community, hidden from view. With 
this perspective, the early detection of the disease has become an important agenda for 
prostate cancer management since the 1970s.
In spite of suggesting the different tests for screening of prostate cancer as well as 
a large amount of research on the screening for prostate cancer, this issue has remained 
controversial. On the one hand, screening men for prostate cancer can be justified by 
several criteria which are indicated in screenings programme for the disease. Due to 
unloiown aetiology or risk factors, there is inconclusive evidence for primary prevention. 
Therefore, it seems that screening may be a helpful strategy (Frankel et ah 2003).
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There are some important issues which need to be considered in the early 
detection of prostate cancer. Prostate cancer is often a slow-growing cancer and men are 
much more likely to die with, rather than of, their prostate cancer (Whitmore 1994). 
Therefore, exposing healthy men to the aggressive treatments with side-effects and 
uncertain benefits is unacceptable, especially when there is not a specific treatment 
procedure for asymptomatic individuals. Radical prostatectomy, for example, for 
localized prostate cancer often results in urinary incontinence and sexual impotence 
(Stanford et al. 2000). Therefore, the benefits of screening need to be balanced with the 
potential problems that may be experienced as a result of receiving prostate cancer 
treatment. To summarise the debate there are two arguments including;
1) Research consistently demonstrates that there is currently insufficient 
information to support a widespread policy for prostate cancer screening (Neal & 
Donovan 2000; Schroder & Wildhagen 2001; Schulman et al, 2002). Screening may also 
burden a large number of men with both socio-cultural and physical complications, which 
may offset potential benefits of treatment (Boyle 2003; Neal & Donovan 2000).
2) There is a lack of clarity about whether screening could be supported and some 
ambiguities about what primary care physicians should do in practice. It is also important 
to understand the beliefs and desires patients themselves have in this screening process.
As this study was conducted in Iran, it seems necessary to have an inclusive 
understanding of the research site through elaborating the incidence of prostate cancer in 
Iran and the way that patients with prostate cancer are approached by the specialists and 
GPs.
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Iran is a developing country with its particular social and cultural constructions. It 
has some similarities and differences with other countries in terms of managing the 
process of prostate cancer detection. Taking into account that the majority o f studies in 
relation to prostate cancer have been carried out in developed countries, presumably 
making a comparison between Iran and these countries does not seem logical. In relation 
to the incidence of prostate cancer in Iran, previous research (Hosseini et al. 2007; 
Sadjadi et al. 2007; Sadjadi et al. 2003) have reported that the incidence of this disease in 
Iran is lower than the rates reported in other countries. However, Pourmand (2007) et al. 
reported that prostate cancer is the third most common visceral cancer and the seventh 
leading cause of cancer death in Iranian men. The recent study by Sadjadi et al. (2007) 
and Mousavi et al. (2009) have argued that the lower incidence of prostate cancer in Iran 
can partly be explained by lack of nationwide screening programs, younger age structure, 
quality of cancer registration and incomplete diagnostic process of prostate cancer 
patients. Moreover, Mousavi et al. (2009) argued that it is expected that prostate cancer 
will rise dramatically in the future because of anticipated increase in life-expectancy and 
Westernized lifestyle in Iran.
In relation to the prostate cancer screening in Iran, there is no clear policy yet to 
detect the disease. Regarding general practitioners’ role in the process of early detection 
of prostate cancer in Iran, it is essential to explain that GPs are the first level of health 
service providers and in long-lasting relationships with the patients. The reason is that 
prostate cancer can be either asymptomatic or with symptoms. However, patients have a 
long-term process of illness detection and as a consequence; GPs would be more 
involved in the process of prostate cancer detection. In fact, in Iran the patients, who
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have got symptoms, usually come into contact with the GPs as a result of their own 
choice. The reason is that firstly, they are more accessible and secondly, the cost of their 
consultation is cheaper. In rural areas the patients are seen by the family physicians who 
are general practitioners without being charged and in the urban areas the medical tariff 
of GP is much less than specialist. However, if they would like to be visited by the 
specialists, the location of their clinics often is in the urban areas with higher social class, 
whereas GPs clinics are either private or governmental. They are often located in the 
lower social class areas with large populations. As a result, the majority of people in rural 
and urban areas have access to GPs. Therefore, the GPs are the first line for receiving the 
health services by general population. The dilemma is that GPs have no recognized 
position in the Iranian health system for detection of chronic diseases including prostate 
cancer. Although Iran has implemented successful programs for screening of some of 
chronic diseases like diabetes, but these sorts of programs have not been implemented for 
other chronic diseases like prostate cancer yet, but also more importantly there is no 
consensus or research evidence to support early detection of the disease.
It should be taken into account that prostate cancer screening in addition to its 
medical aspects has some socio-cultural dimensions, which might be neglected in 
medical research and this is what the project focuses on. With respect to the importance 
of patients’ and clinicians’ perspectives and experiences, it seems that the central 
component in the process of prostate cancer is understanding the experience of the illness 
and could be used to influence any changes in the health policy. Therefore, it would be 
helpful to investigate the socio-cultural issues of the illness from several perspectives, in 
the decision to screen for prostate cancer and in diagnosis.
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The results of this study could grant insights to the healthcare providers who need 
to consider patients’ beliefs and perceptions in developing services for prostate cancer 
screening to have an informed reciprocal relationship. In this regard, Pickles et al (2007) 
argues that active and informed patients who become key decision-makers in their care 
gain greater control over the disease and their lives. Additionally, it could provide 
directions for policy makers to take socio-cultural aspects of prostate cancer into account 
in their planning. In this relation, Sadjadi et a l (2007) have commented that in order to 
discover latent asymptomatic prostate cancer and help clarify the real burden of the 
diseases in Iran, a screening program for prostate cancer is highly recommended. 
Mousavi et al (2009) have also argued that the first priorities for health policy makers in 
Iran is developing, establishing and implementing national cancer control, otherwise the 
health system could not respond to the demands related to the diagnosis, treatment and 
palliation for these patients in the future but this needs to be balanced with evidence 
regarding the context in which such decisions are made.
1.3. Aims & research questions
This Study aimed to explore patients and general practitioners’ perceptions and 
experiences regarding the early detection of prostate cancer. There are a variety of issues, 
which can influence both patients and GPs’ understandings about the early detection of 
prostate cancer. These issues can be addressed as research questions which are presented 
below.
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1. How do the Iranian men with prostate cancer perceive the detection of prostate 
cancer?
2. How do the men with prostate cancer experience the process of prostate cancer 
detection in Iranian socio-cultural context?
3. What are the Iranian general practitioners’ beliefs about the screening of prostate 
cancer?
4. How do the general practitioners experience the process of prostate cancer 
detection in the context of Iranian health system?
5. Which social constructions influence the process of early detection of prostate 
cancer from Iranian general practitioners’ point of view?
6. What recommendations do general practitioners have to enhance detection of 
prostate cancer at the early stages in Iran?
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Chapter 2: Review of Literature
10
Dr. Ali Taghipour Chapter 2: Fteview o f Literature
2.1. Introduction
The literature review of this study aimed to appraise the contents of original 
published papers on the detection of prostate cancer. There are many biopsychosocial 
issues that surround the early detection of the disease. Four questions have been taken 
into account in appraising the literature: 1) what is the reality of illness from different 
theoretical perspectives? 2) What is the evidence for current context o f the early 
detection of prostate cancer? 3) What are the conflicts and controversies regarding 
decision making in the early detection of prostate cancer? 4) To what extent do the 
experiences and perceptions of GPs and patients influence the detection process?
Search strategy:
To answer these questions, a literature search strategy was undertaken on the 
existing and accessible databases such as MEDLINE and ISI Web of Science to 
achieve the relevant papers. Searching was carried out at two stages. To answer the 
first question, it was focused on “illness” and its different theories including 
“biological”, “social”, and “socio-epidemiological” theoretical perspectives.
Then, the review focused on the rest of questions, using mesh terms including 
“prostate cancer or prostatic neoplasm” and “prevention, early detection or screening” 
from 1985 to 2006. At this stage, about 600 papers were obtained. Thereafter, very 
specific terms were added to narrow the results o f search which were related to the 
review questions. These terms included “conti'oversy, policy, GP, physician, general 
practice, primary health care, patients, men, wife, partner, perception, experience, 
practice, masculinity, decision making, doctor-patient relationship, loiowledge, social
11
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and socio-cultm-al aspects of prostate cancer. The results were restricted to the articles 
in the English language.
According to these selection criteria, all papers that designed to study the 
above specific aspects of the early detection of prostate cancer were retrieved for the 
review. Finally, attempt was made to find the full text of the relevant papers in PDF 
version. The literature was reviewed in various episodes of the study including 
'writing proposal, collecting and analysing data, discussing the qualitative findings and 
discussing the quantitative results. Based on the above strategy, the literature dataset 
was updated to add the recently published articles which were published from 2006 to 
2009.
12
Dr. A li Taghipour Chapter 2: Review o f Literature
2.2. Understanding iiiness
Prostate cancer is not diagnosed when the patient is refeiTed to the specialists 
including urologists or oncologists. There are significant periods of patient and health 
professional's engagement with the illness from the appearance of the first symptoms 
to the referral of the patient to a specialist when they often engage with the health and 
lay systems to manage the illness. Investigating the detection of prostate cancer from 
biological perspective using the classic epidemiological approaches is limited as it 
fails to provide a comprehensive understanding of all issues related to prostate cancer 
detection.
It is obvious that health and illness are not perceived the same way by 
biomedical scientists, social scientists, specialists, health professionals, health policy­
makers and ecologists. Such different perspectives can give rise to different 
interpretations about the concepts of health and illness. In a world of continuous 
change, health and illness have evolved over the centuries as a concept from an 
individual concern to a world-wide social goal. For this purpose, it is noteworthy to 
consider some basic concepts of illness and also the theories which provide a 
philosophical basis for the biological and social aspects of illness from different 
viewpoints. A brief account of the reality of the illness and also changing the 
theoretical concepts of the illness are given below.
2.2.1. The reality of illness
In order to understand theoretical standpoints pertaining to illness, it seems to 
be necessary to clarify the distinction between disease, illness and sickness. Disease 
refers to pathophysiological or pathochemical changes in the body and it is diagnosed
13
Dr. Ali Taghipour Chapter 2: Review o f Literature
by the demonstration of pathologic features through the investigation of relevant 
symptoms and signs. Whereas, illness is a response to the disease and refers to the 
individual’s experiences and interpretations of the symptoms and signs. Therefore, a 
pathological diagnosis and therapeutic procedure o f a disease by practitioners are 
based on the evidences that are independent of the patients’ experiences. But studying 
the illness depends on understanding the phenomenological analysis of the patients’ 
experiences and their subjective interpretations. Sickness refers to a state of social 
dysfunction, for example a role that the individual assumes when he/ she has got 
illness (Nettleton 2006).
Medicine has traditionally held the authority to label a person who has 
symptoms or complains of being ill. In other words, health professionals are able to 
define what is normal and who is sick. Freidson (1988) ai'gued that illness is a 
deviation from health and normality. Labelling someone as ill or sick has 
psychosocial consequences independent of the biological disorder and dysfunction. 
Therefore, diagnosis and treatment of an illness are suiTounded by social conditions 
rather than biological circumstances. However, the social circumstances that surround 
medical diagnosis and treatment would be studied by sociology of medicine. From a 
medical sociological perspective, as Freidson (1988:212) indicates, 'it seems proper to 
analyze illness as a form of social deviance which is thought to have a biophysical 
cause and to require biophysical treatment'. But, there are some restrictions to adopt 
modem medical approaches by a sociologist due to some reasons which are addressed 
below: 1) Modern medicine is not absolute. It is a relative and dynamic scientific 
loiowledge and was changed through the history. 2) There is an extremely 
heterogeneity in modem medical sciences to manage illness. For example, infectious 
diseases are directly controlled by stable symptoms and definite clinical management.
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But, on the other hand, there are the ambiguities to manage mental disorders. 3) From 
modern medicine perspective, physicians desired to understand the patients’ 
symptoms, to seek the real aetiology, and to treat it effectively without requirement to 
adopt the ontology of medicine (Friedson 1988). However, sociologists are perfectly 
able to explain the patients’ behaviours and experiences. Therefore, illness can be 
interpreted as a deviance from biological and/or social perspectives. But, in reality the 
important subject is which theory is able to explain illness from a holistic and 
comprehensive concept which is scientifically acceptable for both medical and 
sociological scientists (Bury 1986; Freidson 1988).
2.2.2. Theoretical perspectives of iiiness
As it was mentioned above, the complex phenomenon of illness has two types 
of biological and social deviances. To understand this phenomenon, several theories 
emerged from different paradigms. These theories provide a philosophical basis for 
the biological and social aspects of illness from different perspectives (Cwikel 2006; 
Scambler 2003; Bonita et al. 2007). The outlines of these theoretical perspectives are 
given below.
2.2.2,1. Biological theories o f illness
The biological approach has managed diseases with much scientific 
procedures to find out causality between agent and diseases and to prove curability of 
disease (Freidson 1988). Through the history of biological model, four major theories 
were developed to provide a philosophical and empirical basis for the biomedical 
approach including the germ theory, the multicausal theory, the multifactorial theoiy 
and the general susceptibility theory which are discussed below.
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The germ theory was the first monocausal doctrine of disease which was 
supported by Pasteur and Koch (Bonita et ah 2007). The doctrine of this theory is 
based on the idea that every disease is caused by a single and specific agent such as 
parasite, virus or bacterium. This theory become a dominant approach in medical 
research and practice, and moved medical research and practice from the community 
to the laboratory to find out the biological changes for establishing a causal 
relationship between micro-organism and a disease (Nettleton 2006; Scambler 2003).
The criticism levelled against this theory is that it has localized the entity of 
disease to particular agents and it was found inadequate to solve some of the major 
health problems such as cancer, chronic diseases and mental disorders by elaborating 
the medical technology. As a result, this theory indicated that an agent is necessary, 
but not sufficient, as cause of diseases.
The multicausal theory challenged and modified the monocausal doctrine by 
proposing that the causative factors of diseases may be classified as agent, host, and j
environment. These three factors are referred to as the epidemiological triangle refers 
to the idea that disease is a product of interaction between these three factors 
(Scambler 2003).
While this theory may be an appropriate model to understand the infectious 
diseases, it is less useful with respect to chronic diseases in which identification of a 
specific agent could not be possible. Moreover, Locker (2003) argues that this theoiy 
minimizes the role of the social, psychological and cultural factors of health and 
disease.
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The multifactorial theory indicates the idea that disease is a product from a 
complex interaction o f many different factors (Bonita 2007). These factors are 
classified in four types including 1) predisposing factors such as age and sex, 2) 
enabling factors such as poverty, housing, malnutrition and social inequality, 3) 
precipitating factors such as exposure to a specific agent, and 4) reinforcing factors 
which are able to aggiavate an established disease (Bonita 2007). From the viewpoint 
of this theory, any risk factor can be associated with several diseases and also a 
disease can be associated with several risk factors. This model is ideally suited in the 
study of chronic diseases in which the disease agent is often not known.
Developments in medical sciences have led to the synthesis of the last theory 
of biological approach which was named "general susceptibility". Through this 
model, attempt was made to provide a better understanding of the susceptibility to 
diseases in some social groups. The concept of general susceptibility to disease has 
developed as a unifying explanation for the findings that a variety of diseases are 
associated with certain social and cultural situations (Scambler 2003).
Progress in medical and social sciences have led to the appearance of different 
dimensions o f health and illness including physical, mental, and social scopes. This 
progress led to the conclusion that the biomedical model was not able to solve some 
of the major health problems such as chronic diseases, accidents, drug abuse, and 
mental illness (Nettleton 2006).
2.2.2,2. Social theories o f illness
Contemporary developments in social sciences revealed that health is a 
biological and social phenomenon. Therefore, it is influenced by social,
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psychological, cultural, economic and political factors. These factors must be taken 
into consideration in health and illness management. Concerning the sociological 
approaches to manage the social deviance of an illness, there are some sociological 
theories to manage the illness including Parson's model, Freidson's model which are 
described below.
Freidson (1988) and Scambler (2003) have argued that Talcott Parsons had 
developed one of the earliest sociological theories named sick role. Parsons described 
the sick role as a temporary social expectation to return the normal health status or as 
a permanent social expectation, in terms o f chronic illness, to achieve their maximum 
level of individual and social functions. The sick role was based on four general 
obligations and privileges. 1) Sick people must require getting their noimal health 
position as quickly as possible. 2) They need medical care and unable to manage their 
illness by their own decisions. 3) They should seek professional medical 
recommendation and co-operate with doctor. 4) They require to be allowed to give up 
all or some of their normal activities and responsibilities (Freidson 1988; Nettleton 
2006; Scambler 2003).
Parsons also analyzed the professional or doctor's role in four expectations. 
Doctors are expected to 1) apply their professional knowledge and skills, 2) to act for 
patients' welfare rather than for own interest, 3) to detach their objects and emotions, 
and 4) to guide by professional rules (Scambler 2003). The professionals of medical 
sciences attempt to apply these expectations to facilitate interaction in the consultation 
and also to reduce potential side-effects of illness.
There are debates in terms of the sick role as an appropriate and 
comprehensive social theory to overcome the social aspects of all illnesses. Nettleton
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(2006) pointed out that this model is more appropriate for acute illness and has little 
significance to dealing with chronic illness such as cancer or chronic heart failure or 
other chronic diseases and disabilities. On the other hand, this theory emphasizes that 
the individuals must be motivated to cope with this form of social deviance and ignore 
the social motivations.
Regarding the patient's social reaction, Freidson (1988) had drawn further 
details from Parsons' sick role. He argued that there are three types of legitimacy in 
terms of obligation of sick role by patient. 1) In case of curable illness, it is possible 
and feasible for patient to access the sick role through conditional legitimacy such as a 
common cold. 2) In case of incurable chronic illness, such as an end stage malignant 
disease, the patient's access to the sick role to get well must be treated as an 
unconditional legitimacy. 3) In terms of stigmatized illness, such as AIDS or 
addiction, the patient's access to the sick role may be indicated to be illegitimate. The 
sick role as described by Parsons is considered to be an appropriate theory to acute 
illnesses and it is not able to correspond with the reality of chronic illnesses.
2.2.3.3. Socio-epidemiological theories o f illness
Classic epidemiology, which is the basic science of preventive and community 
medicine, focuses on the study of the biological aspects of the health problems. 
Reviewing the history of classic epidemiology shows that reformists' epidemiologists 
have challenged the presumed effectiveness and appropriateness of biomedicine in 
terms of many aspects of medical intervention. Zielhuis and Kiemeney (2001) have 
argued that the essence of classic epidemiology exists in its biomedical model to 
aetiology and the behavioural and social sciences have no contribution to make. They 
believed that this narrow and reductionistic perspective prevents the study of the more
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distal determinants of health and disengages epidemiology from any kind o f a broader 
public health orientation (Kasl & Jones 2002). They also questioned the validity of the 
biomedical model and the idea that human health depends upon medical intervention. 
Moreover, Krieger (2002) believed that in recent years, a strong link between 
epidemiology and the social sciences has been created. The reason for this association 
is the need to recognize and document the wide spectrum of health determinants, from 
a micro level, where individual biological factors operate, to a macro level, that 
expresses social structures in which populations live. This attempt gave birth to the 
so-called 'social epidemiology'. Thus, social epidemiology goes beyond the analysis 
of individual risk factors towards the study of the social context in which health- 
disease phenomena occurs (Krieger 1994).
Social epidemiology derived from the concepts of classic epidemiology, 
emphasizes equally on the psychosocial and biological aspects of health and diseases 
phenomena (Cwikel 2006). Social epidemiology has its roots in the Hippocratic idea 
that climate and living conditions can influence the occuiTence of illness (Cwikel 
2006). Reviewing the formal beginning of social epidemiology revealed that the term 
"social epidemiology" had been applied for the first time in the middle of 20^  ^century 
by Alfred Yankauer (1950). He used the term social epidemiology in his paper 
entitled 'the relationship of fetal and infant mortality to residential segregation: an 
inquiry into social epidemiology' which was published in the American Sociological 
Review in 1950 (Krieger 2001). The glossary of Social Epidemiology was published 
by Dr Nancy Krieger, School of public Health, Harvard University in the Journal of 
Epidemiology and Community Health.
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Popay (2003) has argued that epidemiologists share a commitment to the 
generation of new knowledge and the future development of policies and practice 
which will contribute to population health improvement and the reduction of health 
inequalities. Therefore, the epidemiologists would agree that "social epidemiology" is 
the best approach of inquiry, rather than just a particular method, and should be 
drawing on a range of disciplines including the natural and social sciences, the 
humanities, policy analysis and political science. However, the reality is that the 
practice of epidemiology is a long way from this language, because it dominates a 
particular way of knowing through application of a limited range of largely 
quantitative techniques. According to Kasl & Jones (2002) there are different or new 
challenges in social epidemiological research that go beyond those encountered in 
classical (biomedical) epidemiological approaches. It is therefore needed that 
epidemiology use the other ways o f "knowing" about the world it seeks to understand 
including qualitative inquiries, which enhance the imaginative potential of 
epidemiology (Popay 2003).
It seems that social epidemiology is a true integration of the biomedical and 
the social/ behavioural disciplines to the study of health issues at a population level 
(Kasl & Jones 2002). Cwikel (2006) has argued that social epidemiological approach 
focuses on understanding social variables or conditions using epidemiology and social 
science methods to develop interventions, policies, and institutions for the health 
problems. Bingenheimer (2005) highlighting theory development in social 
epidemiology indicates that social epidemiologists must find ways o f rewarding 
serious theoretical work on a same level with empirical work. He argues that without 
strong theory, there is little basis for loiowing what parameters are truly worth 
measuring what data to collect, what statistical models to fit to them, and how to
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interpret the results. According to Bingenheimer (2005), the continued progress of 
socio epidemiological field may depend more critically upon its ability to promote 
theoretical irmovation than upon its proper use of the latest statistical methodology.
To improve health and to prevent disease, social epidemiology has developed 
a number of theories. Theories are needed to explain the development of disease and 
to develop practical applications for detection and treatment. In contemporary social 
epidemiology, the four main theoretical frameworks for explaining disease 
distribution are: 1) psychosocial, 2) social production o f disease/political economy of 
health, 3) ecosocial and other emerging multi-level frameworks, and 4) bio­
psychosocial (Cwikel 2006; Krieger 2001).
1) A psychosocial framework focuses on the endogenous biological responses 
to human interactions such as stress and duodenal ulcer.
2) A social production of disease/political economy of health framework 
explicitly address economic and political determinants of health and disease but, leave 
biology opaque.,
3) Ecosocial and other emerging multi-level frameworks seek to integrate 
social and biological reasoning and a dynamic, historical and ecological perspective to 
develop new insights into determinants of population distributions of disease and 
social inequalities in health. To gain clarity on causes of and barriers to reducing 
social inequalities in health, social epidemiologists will need to generate improved 
theoretical frameworks and the necessary data to test and refine them.
4) The bio-psychosocial theory was taken into account the complex interaction 
of biological and psychosocial aspects of illness by Engel in 1977. This theory is able
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to explain this issue in holistic and comprehensive concepts of illness. The bio­
psychosocial model has five assumptions which are outlined as follow:
1) Illness and disease is caused by multiple factors, 2) There are different 
outcomes from the same set o f multiple causal factors or single causal factors in 
different people, 3) This model recognizes the unity of mind and body, 4) This model 
emphasises on health promotion rather than disease treatment, 5) Illness can be 
addressed through multidisciplinary non-dominant approaches (Cwikel 2006; Munitz 
& Rudnick 2000).
The bio-psychosocial model provides incorporation between different 
biological, psychological, social and cultural aspects of illness. The bio-psychosocial 
model was used particulaidy by general practitioner, family physician and community 
medicine that have been more involved and aware of these different aspects. Although 
this model is very complicated in research, it can be more beneficial and practical by 
using the mixed method approaches (Cwikel 2006).
Through the review o f different biological, social and epidemiological 
theoretical perspectives of illness, it was decided to adopt the bio-psychosocial theory 
as an appropriate theoretical perspective to understand the whole aspects of the 
illness.
2.3. The contexts of the early detection
The ultimate goal of epidemiology is to provide loiowledge that will help in 
the formulation of public health policies aimed at preventing the development of 
diseases such as cancer in healthy people at the different levels (Gordis 2004).
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Primaiy prevention is prevention of cancer by reducing exposure of 
individuals to risk factors or by increasing their resistance to them.
Secondary prevention refers to detection of cancer at an early stage, when 
treatment is more effective than at advanced stages which are usually diagnosed and 
treated. With such policy it is possible to prevent the progression of the disease and its 
complications.
Tertiary prevention is the use o f treatment and rehabilitation programmes to 
improve the outcome of illness in affected individuals (Bonita et al. 2007).
2.3.1. Inconclusive evidence for primary prevention
The purpose of primary prevention is to limit the incidence o f cancer by 
controlling exposure to risk factors or increasing individuals' resistance to them. 
Therefore, all important issues in primary prevention of prostate cancer are linlced to 
the aetiology and risk factors of the disease. Up to now, there have been no conclusive 
aetiological studies leading to preventive strategies (Gronberg 2003; Gann 2002). The 
knowledge of the risk factors and high risk men can result in prostate cancer 
prevention or could minimise the risk of the disease. The epidemiological evidences 
indicate that age was fully accepted to be a risk factor of developing prostate cancer 
(Kumar et al. 2004; Jemal et al. 2004; Parkin et al. 2001). Epidemiological studies 
indicate that 5 to 10% of prostate cancer seems to be the hereditary form. Bratt (2002) 
studied the clinical aspects of hereditary prostate cancer and reported that this form is 
often manifested six to seven years earlier than the nonhereditary form. This type of 
prostate cancer is often diagnosed 6 or 7 years earlier than nonhereditary prostate 
cancer (Bratt 2002). However, the susceptible gene of this form has not been cloned
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yet (Johns & Houlston 2003). The risk of prostate cancer in men with a positive 
familial history of the disease is greater than those who have not such history (Chen et 
a l 2008). A man aged 40 with a first degree family history of prostate cancer will 
have a 30 to 40 per cent lifetime risk of developing clinically the disease (Johns & 
Houlston 2003; Neal et a l 2000). Although age and positive family history can be 
considered the only established risk factors for prostate cancer, they are not helpful 
for primary prevention of the disease.
Although the exact mechanisms of the pathogenesis of the disease are 
unloiown, it is clear that androgenic hormones have an important role in the aetiology 
of prostate cancer. In spite of the extensive research on hormonal factors, the results 
aie inconsistent and inconclusive (Gronberg 2003; Gann 2002).
Reviewing the published studies illustrated that the majority of the research on 
diet and prostate cancer has focused on isolated nutrients. However, a few studies 
canied out to investigate the dietary patterns and risk o f prostate cancer. This type of 
epidemiological research has shown an association between dietary patterns and 
developing or preventing prostate cancer. These patterns can be divided in two major 
groups including; 1) protective factors and 2) risk factors (Ambrosini et a l 2008; 
Chan et a l 2005; Walker et a l 2005).
The previous studies suggested that a dietary pattern including high takes of 
refined grain products, red meat and processed meats may contribute to increase the 
risk of prostate cancer (Ambrosini et al. 2008; Walker et a l 2005). With respect to, 
the preventive dietary factors, evidence suggested that consumption of vegetable, fish 
oils, soy protein, vitamin E and selenium may inhibit the growth of prostate cancer 
(Gann 2002; Kumar et al. 2004; NoiTish et a l 2000). However, the relationship
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between dietary pattern and development of prostate cancer is a complex issue and the 
results o f epidemiological studies are inconsistent (Kolonel 2001; Wu et al. 2006).
There is some suggestion that the risk of prostate cancer may be increased in 
men who have multiple sexual partners, or who came down with a sexually 
transmitted disease. However, the evidence for this hypothesis is inconclusive and any 
relationship between sexual activity and prostate cancer risk has remained unclear 
(Fernandez et al. 2005; Hayes et al. 2000; Strickler & Goedert 2001).
In conclusion, although age and positive family history can be considered as 
the only established risk factors for prostate cancer, they aie difficult indicators to be 
dealt with in primary prevention of the disease (Gann 2002; Haas & Salcr 1997). 
Regarding the possible risk factors, the evidence is not yet strong enough to be helpful 
to identify men at risk for developing prostate cancer. In addition, it is not clear what 
factors are important in the progression of non-fatal, asymptomatic slow-growing 
compared to aggressive fast-growing tumours (Walsh et aL 1998). Therefore, the 
evidence is insufficient for planning primary prevention for prostate cancer similar to 
lung cancer which can be prevented significantly by smoking reduction (Godtfredsen 
et al. 2005). Due to ambiguities surrounding the risk factors for prostate cancer, it 
seems that the disease can not be prevented primarily. Therefore, the next strategy can 
be secondary prevention to detect prostate cancer at the early stages in asymptomatic 
and apparently healthy men.
2.3.2. Implications of screening for secondary prevention
Secondary prevention of prostate cancer refers to the detection of disease at 
an early stage when treatment is more effective than at the time o f usual diagnosis.
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Screening of the disease represents an important component of secondary prevention. 
The concept of screening is not as straightforward as it may at first seem. The early 
treatment does not always improve prognosis and even if it does, a number of criteria 
must be considered carefully to implement a screening program. The criteria for 
justifying a screening program can be based on four considerations (Franlœl et a l 
2003; Melia 2005):
1. The importance of the disease which is related generally to high prevalence 
and the burden of the disease,
2. The natural history of prostate cancer,
3. The suitable screening test o f the disease, and
4. The acceptable therapeutic procedure for the early-stage o f prostate cancer.
To express the importance of the disease, the incidence of the disease is one of 
the most important epidemiological indices. It is clear that prostate cancer incidence 
rates vary widely from developed to developing countries (Evans & Moller 2003). 
The recorded incidence of prostate cancer in developed countries is higher than 
developing countries. For example, American Cancer Society report demonstrated 
that more than 230,000 new cases were diagnosed with prostate cancer in 2004 (Jemal 
et al. 2004). The recent report of the Cancer Research UK showed that prostate cancer 
is the first common cancer in the UK male population and about 35,000 new cases 
were diagnosed in 2004 (Cancer Research UK 2007). In contrast, the incidence of 
prostate cancer in developing countries is low in comparison with developed countries 
(Hosseni et al. 2007). The lowest rate of prostate cancer incidence was reported from 
China, which have been 2.3 per 100,000 men (Melia 2005; Parkin et a l 2005).
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Studies on cancer incidence in Iran have been started in the current decade 
(Mosavi-Jarrahi et aL 2001). The more recent study by Mousavi and his colleagues 
(2009) indicated that prostate cancer is one the most common cancer among Iranian 
males (stomach cancer, 15 per 100 000, bladder cancer 12 per 100 000, prostate 
cancer 9 per 100 000, and colorectal cancer 8 per 100 000, besides skin cancer).
The reasons for the differences in incidence rate of prostate cancer in the 
developed and developing countries are not known, but differences in male life 
expectancy, lack of diagnostic investigation, poor health care systems, lack of 
screening policy, and lack of primary cancer care have all been suggested as 
influencing prostate cancer incidence (Haas & Sakr 1997; Majeed & Burgess 1994; 
Quinn & Babb 2002). In spite of worldwide differences in the incidence of prostate 
cancer, it seems that prostate cancer is one of the most common male cancers in the 
world.
Early detection o f prostate cancer efforts is most likely to be successful when 
the natural history of the disease is known. The natural history o f prostate cancer 
focuses to study the development course of the disease. It has been recognised for a 
long time that there is a wide variation in rates of progression of invasive prostate 
cancer. Although, the majority o f the prostate cancers are very slow growing, a 
minority of cases progress rapidly (Rubin & Williams 2001). Unfortunately, this 
criterion of prostate cancer screening is poorly understood. Therefore, it is not 
possible to predict growth of prostate cancer frequently (Neal et a l 2000). The 
unpredictable nature of the disease is creating debate about screening of the disease 
especially its treatment (Schroder & Wildhagen 2001).
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Suitability of the screening test is another important criterion for a screening 
program. The main screening tests which are used to screen the evidence of prostate 
cancer include digital rectal examination, serum tumour markers such as prostate 
specific antigen (PSA), and transrectal ultrasound. The reference standard for these 
tests is pathologic confirmation of malignant disease in sample tissue obtained by 
biopsy (Walsh et. al 1998).
Considering that prostate cancer usually originates in the peripheral zone of 
prostate gland and due to inability to detect tumours in the anterior and medial lobes 
of the prostate gland, the sensitivity o f digital rectal examination is poor to he as a 
screening test (Catalona et al. 1994).
Measurement of serum PSA is the most common and simplest method 
proposed for the early detection of prostate cancer. A cut-off level of 4 ng/ml is 
commonly used to define positive tests requiring further investigation (Franlcel et al. 
2003; Hosseini et al. 2007). The measurement o f PSA appears more sensitive than 
testing by digital rectal examination, and further refinements may improve its 
specificity. Combined with its simplicity and acceptability, this makes it a more 
suitable test for mass screening intervention (Melia 2005; Neal & Donovan 2000).
Transrectal ultrasound is most commonly used as a method of detection in 
men with an initially raised PSA or positive digital rectal examination. Hammerer 
(1992) and his colleagues have reported a higher sensitivity of transrectal ultrasound 
than digital rectal examination. Nevertheless, this test is an expensive and 
imcomfortable procedure for a screening program.
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There are four major therapeutics options for early-stage of prostate cancer 
including watchful waiting, hormone therapy, surgery, and radiotherapy. However, in 
practice, two main therapy options often use to treat the early stage o f prostate cancer. 
These options include radical prostatectomy and radiotherapy (Jani & Heilman 2003). 
Thus, these therapeutic options are not specific therapy procedures for the early-stage 
of prostate cancer. Moreover, they have major side-effects on the quality o f life, while 
life-threatening of screening detected prostate cancer is not still clear (Frankel et al, 
2003; Karakiewicz et al. 2008).
Despite the success in the detection of curable disease, there is still debate 
about the necessity o f prostate cancer treatment. Determining which groups of 
patients are likely to benefit from screening and early treatment o f prostate cancer 
depends on different factors such as patient’s life expectancy and men’s help-seeking 
behaviours (George 1988; Whitmore et al. 1991). Several professional associations 
have adopted the 10-year life expectancy as a rule to deliver definitive therapy for 
men with localized prostate cancer, but little is known about the clinicians’ ability to 
predict the life expectancy (Walz et al. 2007). Moreover, it seems to be necessary for 
health policy makers and clinicians to provide meaningful information and health 
services for men who seeking help for the early detection of prostate cancer (George 
& Fleming 2004).
According to the aforementioned screening criteria, it is difficult to determine 
the implications of a screening program for prostate cancer in a particular population. 
It is therefore necessary to evaluate the potential screening program of prostate cancer 
to assess whether it is worth introducing to control the disease.
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2.4. Controversy and difficult decision making
A question is if early detection does not reduce mortality but increases 
morbidity, then is it worth screening? However, some of the populations are more at 
risk of mortality and detection at an earlier stage o f the disease.
There is evidence about the effects of screening on prostate cancer mortality. 
The first analysis of the 1988 Quebec prospective randomized controlled trial study 
by Labrie et al. (1999) indicated a reduction in prostate cancer mortality by the early 
detection and treatment of the disease. Moreover, a recent study on Quebec 
prospective randomized controlled trial by the same author showed a 62 per cent 
reduction of cause-specific mortality in the screened group of 7,348 men during the 
first 11 years following-up of the 1988 study (Labrie et al. 2004). Variations in 
mortality rates between developing and developed countries are 16-fold. However, it 
seems that these variations may be due to latent cancer being detected by screening 
policy in developed countries (Parkin et al. 2001; Quinn & Babb 2002).
Mortality rates o f prostate cancer reflect not only the frequency of the disease 
but also survival, which in turn are influenced by the stage at presentation and the 
efficacy of treatment. The available data indicate that the early detection of prostate 
cancer can markedly increase the survival rate of the disease. The largest study with 
longest follow-up, for a period of 21 years, in Sweden by Johansson et al. (2004) 
indicated that the early detection of prostate cancer can markedly increase the survival 
rate of the disease. This study showed that 40 per cent of patients developed 
progression and 17 per cent developed generalized disease on follow-up, with prostate 
cancer related mortality in 16 per cent for all patients and 22 per cent for men younger
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than 70 years at diagnosis. The average level of 5-year survival from prostate cancer 
was reported 86 per cent in the USA, while in developing countries it was only 45 per 
cent (Jemal et a l 2004; Parkin et al. 2005; Quinn & Babb 2002).
Although scientific evidence would suggest that there are benefits in the early 
detection of prostate cancer to reduce mortality and to increase survival rates, 
unfavourable side effects will be considerable, because complications of initial 
treatment are severe and relatively frequent (Cooper et a l 2004; Lin et a l 2008).
Previous studies suggested that screening of prostate cancer would inevitably 
result to over diagnosis (Neel & Donovan 2000; Schroder & Wildhagen 2001; Wilbur 
2008). The data from European Randomised Study of Screening for Prostate Cancer 
indicated the chance of being diagnosed from prostate cancer was 14.6 times in 
screening group in comparison with 2.3 times in the control groups (Schroder & 
Wildhagen 2001). Over diagnosis may increase the morbidity of men due to receiving 
unnecessary treatment which will lead to subsequent impairment o f quality o f life 
(Holmberg et a/. 2002).
In addition, because of the natural history and the gender aspects of prostate 
cancer, it may lead to some psychosocial problems for men. Perczek (2002) et al., 
attempted to study the effects of stress on diagnostic status in men during the 
diagnostic period of prostate cancer. The findings showed that the highest level of 
stress in cancer patients is felt after diagnosis and before treatment. They reported that 
optimism, coping and cancer status are predictors which prevent increased stress in 
patients with prostate cancer. Korfage (2006) et al. conducted a study to assess the 
mental impact of prostate cancer among men who were diagnosed with the disease in 
a screening program. They found that diagnosis of prostate cancer by PSA testing had
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a significant negative impact on the patients. Men with a negative perception about 
prostate cancer were apt to delay seeking help and medical care (Demarkwahnefried 
etaL 1995).
Moreover, radical prostatectomy which is the most common therapeutic 
procedure for localized prostate cancer often resulted to unfavouiable side effects 
such as impotence and incontinence (Holmberg et a l 2002; Ukoli et a l 2006). The 
benefits of treatment may also not be realized due to slow progression of the disease. 
The major challenges for clinicians therefore are in the clinical decision making in 
early stages of prostate cancer (Catalona et a l  1997; Melia 2005; Neal & Donovan 
2000).
To summarise the controversy, given the lack of direct evidence about the 
potential benefits of the early detection and the uncertainty about the harms of 
treatment of the localized prostate cancer, it is difficult to make a decision about the 
balance of benefits and harms. It seems that two factors critically influence the 
decision making process. First, physicians’ decision usually must be made with some 
degree of uncertainty about the future outcome of treating localized prostate cancer. 
Second, the various possible outcomes of the physicians’ decisions to screen may 
have different values to patients. In this regards, it is necessary to make a rational 
decision about the early detection of the disease that lead to optimum therapeutic 
outcomes for the patient. The ability to make an appropriate decision needs 
understanding o f physicians’ and men’s perceptions.
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2.5. GPs’ perception and practices
Primary care of prostate cancer has not traditionally been considered in the 
planning of urology or oncology services. Regarding the comprehensive and 
continuous care of individuals and families, previous studies demonstrated that 
general practitioners, as doctors, do have an important role in primary cancer care and 
in cancer prevention (Brotzman & Robertson 1998; Hanlcs et al. 2008; Safah & 
Weiner 1993; Summerton 2000; Wee et al. 2005). For many patients general 
practitioners have an important role to appropriately deal with a suspected cancer 
symptom. Therefore, the early detection of prostate cancer (through screening 
programs or physician-referred patients) is already in the domain of primary cancer 
care. They are more involved in managing patients with cancer. To understand their 
perceptions and practice patterns about the detection of prostate cancer, the relevant 
papers were critically reviewed.
The uncertainty which has surrounded screening of prostate cancer has 
contributed to the confusion ai’ound prostate cancer screening in primary care. 
Sladden and Dickinson (1995) surveyed GPs’ perceptions about the effectiveness of 
prostate cancer screening. Although they concluded with an uncertainty in many GPs, 
due to small sample size (N=101) this conclusion could not be generalized. 
Subsequently, the next national survey with a large sample (N=1271) among 
Australian GPs showed that the majority of the surveyed GPs recommended screening 
o f prostate cancer (Ward et al. 1998). At the same time, a survey on 750 primary care 
physicians in Missouri demonstrated that the surveyed GPs more inclined to use PSA 
in comparison with DRE (Lawson et al. 1998). But they did not indicate the reasons 
for these difference inclinations.
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It is notable that other aspects of the early detection of prostate cancer from 
GPs perspective have been investigated since the early detection of prostate cancer 
has become a health agenda. In primary cancer care, general practitioners encounter 
different policies of screening o f prostate cancer in different countries. For example,
American Academy of Family Physicians and U.S. preventive Services Task Force 
recommended that the current evidence is insufficient for or against routine PSA or 
DRE screening. However, American Cancer Society and American Urological I
Association offered DRE and PSA screening annually to all men aged 50 with a life 
expectancy of at least 10 years (Wilbur 2008), although there is public pressure to 
expand.
In addition to the above policies, informed screening by giving full 
information regarding the possible benefits and harms of prostate cancer diagnosis 
and treatment for those asymptomatic men who request screening of the disease is the 
cunent policy of the National Health System in the UK (Brett et al. 2005). The main 
point of these different policies o f prostate cancer screening refers to the capacity of 
the health system to provide facilities for the diagnosis and potential treatment of the 
disease. This capacity is higher in private health systems than those health systems 
which are totally dependent on government funding such as Iran.
In contrast to the policy of American Academy of Family Physicians about 
prostate cancer screening, the findings from a survey by Hicks (1995) and his 
colleagues on 266 Oklahoma family physicians suggested that the majority of the 
surveyed physicians believed in the benefit of prostate cancer screening. Over 60 per 
cent of physicians agreed that the screening decrease mortality and 69 per cent 
believed that it would improve quality of life as well (Hicks et al. 1995). Although the
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sample of this study was too small, survey on 90,000 patients in 1993 and 1998 
demonstrated an increasing rate o f PSA testing over time (Voss and Schectman 
(2001).
Through this process, aggressive screening behaviour was frequent and 
education was seemed to be a key point to change the screening behaviours (Philips et 
al 2005). Marcella (2007) and his colleagues indicated that there was an association 
between increasing knowledge about prostate cancer and less belief in the benefit of 
the early detection of the disease. The structured information to improve GPs’ 
loiowledge has resulted to more support and counselling of the patients through the 
process of illness management in comparison to traditional information (Kousgaard et 
a l 2003). Nevertheless, the present study has demonstrated that factors other than 
education and knowledge must be considered to justify physicians’ beliefs about the 
screening of prostate cancer such as social and cultural aspects (Pendleton et a l 
2008).
It seems that there are some influences which can impact on the beliefs and 
practice patterns of general practitioners. For example, general practitioners’ 
characteristics such as gender, age, and length of clinical experience may influence 
recommendation of PSA test for screening. Edlefsen et a l  (1999) found that male 
general practitioners were keener to use PSA tests than female, but this difference was 
not significant. Also the rate of PSA test order for screening was increased by 
increasing years of age since graduation. Moreover, GP-specialist communication and 
practice location have influenced the GP’s role to provide psychosocial support and 
counselling (Hanlcs et a l 2008).
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Regarding the specialization in the planning and management of cancer, 
general practitioners traditionally have not been seen to have a central role in prostate 
cancer management. However, considering the ease of accessibility and cost- 
effectiveness of general practitioners, they have a considerable role in the processes of 
prostate cancer management. Contribution of general practitioners could be helpful in 
the development of primary cancer care and in ensuring that patients truly understand 
the different aspects of a cancer screening program (Launoy et al. 1993).
2.6. Men’s perception and experiences
The critical question is, if  routine screening is not cost effective and at present 
improving, then early detection is reliant on men and GPs recognising the symptoms 
early. In spite of the widespread public concerns about prostate cancer, men often 
have a poor knowledge about prostate cancer (Livingston 2002). The majority of 
men, however still do not have enough information or understanding about prostate 
cancer to become actively involved in the decision-making process when they are 
diagnosed (Onel et al. 1998). Regarding the lack of detailed information through the 
detection process, it seems that this level of knowledge is insufficient to help men to 
make an appropriate decision in relation to undergoing screening test for prostate 
cancer.
Due to a high incidence o f prostate cancer in African-American men, many 
studies have been designed to explore knowledge levels within this ethnic group. 
Smite (1997) et al. reported that the knowledge o f African-American men were low 
and that income and education were two important factors which significantly 
affected men’s knowledge about prostate cancer. Regarding the social demographic
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factors, Knowledge about prostate cancer was lower among low-income men than 
higher income. This association influenced the men’s rationale to seek early detection 
of the disease (Weinrich et al. 2004). Using a Health Belief Model, a sui'vey on 
African-American males illustrated that older men who experienced uiinary 
difficulties had a tendency to know more about the illness, but the younger men 
neither had knowledge about prostate cancer nor tendency to loiow more about the 
eai'ly detection of the disease (Clarke-Tasker & wade 2002). This study suggested that 
loiowledge about urinary symptoms was a predictor to encourage men to know more 
about prostate cancer.
Improvement of men’s knowledge about prostate cancer is necessary but 
changing or improvement their beliefs and behaviours about prostate cancer must be 
considered as pai’t o f screening in health policy. Moreover, attempting to increase 
men’s loiowledge about the early detection of prostate cancer is not enough to change 
their screening behaviour. The findings of a survey by Talcott and his colleagues
(2007) illustrated that despite limited education, African American men in North 
Carolina were aware of their higher risk of prostate cancer, the importance of early 
detection, and their responsibility for following the illness. Talcotfs study suggests 
that access to health care has a more important role in screening behaviours than 
attempting to motivate men to use screening approaches for the early detection of 
prostate cancer. However, due to recall bias and lack of data cross-validation the 
results of this study were difficult to be generalized.
Pickles (2007) and his colleagues recommended that education and 
improvement of the patient-doctor relationship should be addressed to invite patients 
to become active in their illness management as part of screening. Evidence suggests
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that physicians have a moderate impact on men’s loiowledge about their risk of 
prostate cancer (Cormier et al. 2002).
There are few qualitative studies, which have explored men’s beliefs and 
experiences in relation to the early detection of prostate cancer. In the UK, Leydon 
(2003) et al. studied the experiences o f people with prostate cancer through the 
jouiney towards a cancer diagnosis. The findings of this study illustrated some of the 
difficulties men encountered through their experience. The first one was fear of 
cancer which had a strong association with incurability of the disease. The next 
difficulty was problem in communicating with healthcare practitioners which caused 
by their symptoms and led to misdiagnosis or delay in diagnosis. The role of family 
and friends was another factor, which could act either as a bamer for delaying 
diagnosis or a trigger for an appropriate action. Therefore, non-medical factors could 
affect the decisions that men made. Future studies are needed to realize the role of 
these factors on men’s experiences and perceptions in making an appropriate decision.
Allen and Embry (1991) reported that men believed that cancer is like a taboo. 
Therefore, fear of cancer is an emotional factor which contributes to a delay in 
understanding a PSA test. Chappie (2002) and her colleagues conducted a qualitative 
study to explore the attitude of older men to have a PSA test. This study suggested 
that there were several reasons for recommending the test including beliefs about the 
benefits of early diagnosis, responsibility, avoiding regrets, and a right to have 
information and improved access. The baseline of these reasons was having 
awareness and knowledge about the early detection of prostate cancer. Therefore, it 
seems that infoiined decision making increases men’s knowledge of the benefits and 
risks of the early detection o f prostate cancer (Watson et al. 2006). Although this
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study was the fist UK study which addressed men’s knowledge about PSA screening, 
the results were confounded by selection and non-response bias. However 
contribution to improvement in men’s loiowledge was great.
From the practical view of the early diagnosis of prostate cancer, a few studies 
earned out to assess the men’s perceptions about digital rectal examination. Through 
digital rectal examination males might experience more pain, if  examine by a male 
physician, and more emban'assment if  examined by a female doctor. This test is more 
painful and embarrassing for younger men in comparison with older men (Macias et 
al. 2000). Due to social stigmatization, men particularly the younger group feared to 
have this test (Clarke-Tasker & wade 2002). Therefore, considering the psychosocial 
issues of the digital rectal examination, it seems that this test is a significant barrier to 
request examination or screening (Nagler et al. 2005).
Gray et al. (2000) argued that masculinity as a cultural and social reference 
shapes men’s behaviours in managing the detection process. Within the detection 
process, most of the men try to avoid discussion about their cancer and attempt to 
control their anxiety. Most of them do not like to seek emotional support from other 
men (Gray et al. 2000). They are often uncomfortable to express their vulnerability in 
terms of sexual complications. Men's reaction to the sexual consequences of the 
therapeutic procedures of prostate cancer depends on their current level of sexual 
function and their relationship with their partners (Boehmer & Babayan 2004).
2.7. Conclusion
To understand the whole spectrum of the early detection of prostate cancer, it 
seems that to be necessary to have a comprehensive view that reflects the whole 
dimensions of the prostate cancer detection process. The review of literature
4 0
Dr. A li Taghipour Chapter 2: Review o f Literature
demonstrated a positive attitude of general practitioners towards the early detection of 
prostate cancer but a lack of consensus on the following: (1) knowledge seen as 
important, (2) barriers to education and social class, (3) beliefs and socio-cultural 
factors influencing men to come forward for detection of prostate cancer.
In conclusion, the review of literature highlighted different gaps in the studies 
about the early detection of prostate cancer. Patients and general practitioners have an 
important role in the screening process of prostate cancer, which could be addressed 
thi'ough the explorations, loiowledge and processes for the decision and detection at a 
local level.
For this purpose, this project was designed to explore these issues in a mixed 
methods study that uses a qualitative approach to understand men and GPs’ 
perceptions and experiences regarding the detection of prostate cancer (phase 1). The 
findings of the first phase were used to inform the design of a questionnaire to survey 
the views of GPs (phase 2).
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Chapter 3: Research Methodologies
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3.1. Introduction
It was my interest to understand to what extend to which socio-cultural factors 
contribute to explanations of delaying in detection of prostate cancer within men and 
health professional perspectives in Iran. From the biological perspective which was 
my initially backgi'ound, I thought that there is a significant period of disease to be 
detected at the early stage using secondary prevention policies .However, beyond the 
biological aspects of diseases lie complex socio-cultural issues that involve the 
delaying of diagnosis and treatment of cancer. For example, to diagnose and treat 
prostate cancer at an early stage, there are available medical tests and techniques. 
However, this cancer is often diagnosed very late with significant clinical symptoms 
(Hosseini et al. 2007). Understanding these socio-cultural factors and conditions, 
which may affect the detection of prostate cancer, seems to be necessaiy. Based on 
this perspective, I decided to explore the socio-cultural issues of prostate cancer 
detection from patients' and GPs' viewpoints and the extent that these issues 
contribute to explanations of delaying in detection of the disease within men and 
health professional perspectives.
Coming from a medical background, it was hard, though veiy interesting for 
me to appreciate different research paradigms. Thiough this period, I familiarised 
myself with different qualitative and quantitative methodologies and philosophical 
frameworks. During this period o f the study, my lack of knowledge became a strong 
motivation to explore deeper and to find my new identity as a qualitative researcher. 
Eventually, I decided to adopt a mixed methods study in order to provide a detailed 
and multi-perspective account of experiences. This methodology has been presented 
in detail in the first part of this chapter. I gave priority to the qualitative study, as it
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offered more flexibility to explore how patients and GPs perceived and experienced 
the process of early detection of prostate cancer. I gradually realized that grounded 
theory with theoretical perspective of social constructionism could be a fit 
methodological approach for the qualitative phase of study in order to understand the 
social processes and interactions in the process of prostate cancer detection. The 
qualitative study was followed by a large survey on the Iranian GPs for further 
exploration and validation of the concepts which emerged in the qualitative inquiry as 
well as achieving applicability and generalizability of the qualitative findings. This 
chapter addresses the principles of mixed methods and the way that it has been 
applied in this study.
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Triangulation and Mixed Methods
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3.2. Triangulation
As it was discussed, health and illness have biological and psychosocial 
aspects. Qualitative and quantitative approaches observe these aspects through their 
different lenses. It is clear that there is distance between the outcomes of these two 
approaches. Using the method of triangulation is probably helpful to fill these gaps in 
order to understand health and illness better than viewing it from just one perspective. 
Additionally, the reality of health and illness would be recognized more fully when it 
is sought thr ough multiple approaches.
Triangulation is an approach to research which uses a combination of more 
than one strategy in one study (Denzin 1970; Kimchi 1991; Strebert & Carpenter 
2003). Triangulation a term used by navigators in order to describe a technique of 
plotting a position using three separate reference points was applied to research by 
Campbell and Fiske (1959) for the first time. The reason was that a phenomenon 
under study in a qualitative research project is like a ship at sea, that is, the exact 
description of the phenomenon is unclear. Therefore, researchers like navigators move 
to different reference points to study the phenomenon (Strebert & Carpenter 2003).
The type o f triangulation can be classified in two main categories including 
methodical triangulation and methodological triangulation. Methodical triangulation 
could refer to the combination of different methods of research, data collection 
approaches, investigators, or theoretical perspectives in a single study (Neuman 2000 
and Denzin & Lincoln 1994). Therefore, it can be classified in four types including 1) 
data triangulation 2) investigator triangulation 3) theoretical triangulation and 4) 
analytical triangulation which are explained below.
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1. Data triangulation refers to the use o f different sources of data for a single 
method. 2. Investigator triangulation means the use of several researchers in a single 
study. 3. Theoretical triangulation refers to the use of multiple theoretical 
perspectives in the study of a single set of data (Denzin 1970; Duffy 1987). 4. 
Analytical triangulation is the combination o f two or more methods of analyzing data. 
These techniques can include different families o f statistical testing or different 
qualitative techniques to determine similarities or validate data (Kimchi et a l 1991).
Methodological triangulation allows the use of different methodologies to 
study a single problem (Greene & Caracelli 1997; Morse 1991; Polite & Hungler 
2006). Methodological triangulation has two forms: 1) Within-method triangulation or 
intra-method triangulation which applies multiple strategies to study a single problem 
by a single method. For example, participant observation and interviewing methods 
ai*e adopted to study a single clinical problem from an ethnographic paradigm. 2) 
Between-method or inter-method triangulation which is also named mixed methods. 
This type of triangulation is applied to confirm the findings generated from one 
method by another method. For instance, findings from qualitative approach are tested 
in a quantitative survey.
The type of triangulation that has been used in this study was inter-method 
methodological triangulation in which findings from a qualitative approach were 
tested in a large quantitative survey. This type of triangulation is also named mix 
methods which are illuminated below in detail. Because of methodological 
triangulation, data triangulation (using semi-structuied interview and postal 
questionnaire as main sources of data) and also analytical triangulation (using 
qualitative and quantitative techniques for analyzing data) was utilised in this study.
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3.3. Mixed methods
Mixed methods are combined qualitative and quantitative methods for 
different reasons such as “to gain a variety o f information, to illuminate a particular 
problem from different angles, or to look at different aspects of a phenomenon” 
(Holloway & Wheeler 2002:18). Tashaldcori & Tedlie (1998) have argued that mixed 
methods research is a research design with philosophical assumption as well as 
methods of inquiry. As a methodology, it involves mixing qualitative and quantitative 
approaches at many phases in the research process from the initial philosophical 
assumptions to the drawing of conclusion. As a method, it focuses on colleting, 
analyzing and mixing qualitative and quantitative data in a single study or series of 
studies.
Creswell & Plano-Clark (2007) indicated that within the last 50 years, 
researchers have used different names to locate articles which might relate to mixed 
methods research. They have argued that it has been called 'multitrait/ multimethod 
research (Cambell & Fiske 1959) which recognized as using several quantitative 
methods in a single investigation; 'quantitative and qualitative method' (Fielding & 
Fielding 1986), which acknowledged that the approach is combination of two 
methods; 'methodological triangulation' (Morse 1991) which recognized as the 
convergence of quantitative and qualitative data; 'integrated' or 'combined' (Steckler et 
al. 1992), in the sense that two types of data were blended together; and mixed 
methodology (Tashakkori & Tedlie (1998) which acknowledged that it is both a 
method and a philosophical worldview or paradigm. Creswell & Plano-Clark (2007) 
discuss that the most frequently used name is 'mixed methods research' which has
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been used in the recent 'handbook of mixed methods in social and behavioural 
research' written by Tashaldcori & Tedlie (2003).
There is a debate in relation to the paiadigm or worldview stances which 
provide a foundation for mix methods research. As mixed method studies benefit 
from both qualitative and quantitative inquiry, it is important to note that they aie 
underpinned by different worldviews or paradigms. In order to answer to the question 
as to which paradigm relates to mix methods research, the philosophical assumptions 
of the main paradigms used in research would be primarily discussed. Paradigm 
means “how we view the world and, thus, go about conducting research” (Creswell & 
Plano-Clark, 2007:21). In other words, paiadigm is a system of ideas and technical 
procedures used by a group of researchers to produce knowledge (Holloway & 
Wheeler 2002).
There are five basic philosophical assumptions for each paradigm including 
ontological, epistemological, axiological, rhetorical, and methodological assumptions 
which could respectively answer to five questions (Creswell & Plano-Claik 2007; 
Dempsey & Dempsey 2000) including: 1) what is the nature of the reality (ontological 
question)? 2) What is the relationship between researcher and researched subject? 3) 
To what extent the values have position in the research inquiiy? 4) What is the 
research’s language? 5) What is the research’s process? The given answers to these 
questions are able to describe sets of common characteristics of valions types of 
paradigms and are also able to distinguish them (Creswell & Plano-Clark 2007; 
Dempsey & Dempsey 2000; Polite & Beck 2006).
Based on medical research approaches which are quantitative, qualitative and 
/or mixed methods, there are three main paradigms including positivism, naturalism
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and pragmatism paradigms (Creswell & Plano-Clark 2007; Dempsey & Dempsey 
2000; Polite & Beck 2006). Based on the philosophical assumptions of paradigm, the 
common criteria of these paradigms are presented in the Table 3.1. The outlines of the 
theoretical perspectives o f these paradigms are given below.
Table 3.1 : Common criteria of positivist, Natuialistic and pragmatist paradigms
Paradigm Positivist naturalistic Pragmatist
Ontology single reality multiple realities Single &multiple realities
Epistemology objective subjective practical
Axiology unbiased biased Both biased and unbiased
Rlietoric formal style informal style Formal or informal
Methodology deductive inductive Combining
Sources: Adopted and modified from Creswell & Plano Clark 2007; Dempsey & Dempsey 2000; Polit & Beck 2006.
The positivist paradigm has it roots in positivism which is derived from an 
extremely positive assessment of science. Positivism is an approach based on an 
empirico-analytical paradigm. This method is rooted in a belief in universal laws and 
relies on deductive logic. This paradigm indicates that there is a fixed and single 
reality which can be objectively observed and measured independent of social, 
cultural and historical contexts (Dempsey & Dempsey 2000).
It argues that reality exists as an independent vaiiable and it is free from 
personal value. Therefore, the researchers use techniques to eliminate bias and their 
influence of the findings of inquiiy. In case of rhetorical assumptions, there are 
defined variables and formal writing style using quantitative terminology and 
quantitative methods such as objectivity, causality, association, and generalization. In 
terms of methodology, there are deductive processes characterized by different 
research designs and statistical techniques (Creswell & Plano Clark 2007; Polite & 
Beck 2006).
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In opposition to the positivist pai'adigm, the naturalistic paradigm developed 
by Weber and Kant in the late 19^  ^ century. The naturalistic paradigm which also 
named constructivist paradigm assumes that there are multiple interpretations of 
reality (Dempsey & Dempsey 2000). Using this perspective, the researchers made 
attempt to understand how individuals construct their own reality within their social 
context. The interactions between the researcher and the participants create the 
findings. In the naturalistic paradigm the inquiry is subjective and value-laden. 
Therefore, Imowledge would be maximized by minimization of distance between the 
researcher and the participants (Creswell & Plano-Clark 2007). In terms of the 
rhetorical or the language of the research, the findings will be reported using an 
informal style. The methodology of this paradigm is inductive and its design and 
categories would emerge thi'ough the research process (Dempsey & Dempsey 2000; 
Polite & Beck 2006).
Using positivist and constructivist paradigms provided a dualism between 
qualitative and quantitative research and pragmatism provided an opportunity to thinlc 
about this issue and to solve the contradictions and tensions between those two 
paradigms (Johson & Onwuegbuzie 2004). Pragmatism is a philosophical paradigm 
and assumes that a proposition is true if  it works properly and results in accepted 
practical consequences. Pragmatism was originally conceptualized during the late 
nineteenth century by Charles Peirce. Then it was further developed in the early 
twentieth century by William James and John Dewey (Bromley 2008). In the 
pragmatist paradigm inquiry, reality can be singular or multiple. From the pragmatists' 
perspectives, loiowledge is viewed as being constructed and also based on the reality 
o f the world which is experienced. Therefore, researchers are able to test hypotheses 
and provide multiple perspectives. In terms of epistemology, the researchers collect
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data practically to address research question. The inquiry can be value free in case of 
quantitative approach and can be value-laden concerning the qualitative approach. 
Therefore, researcher can put qualitative and quantitative approaches together to 
produce a superior product by employing both formal and informal styles of writing 
(Creswell & Plano-Clark 2007; Johson & Onwuegbuzie 2004). Using mixed methods 
approach provided an opportunity to think about the contradictions and tensions 
between the qualitative and quantitative approaches (Johson & Onwuegbuzie 2004).
Along these lines, two stances were advocated through the history of using 
mixed methods research including; 1) Multiple dialectical paradigms and 2) 
alternative paradigm. Regarding the dialectical perspective, mixed methods 
researchers are able to use multiple paradigms in their mixed methods study. This 
stance states that the contradictions and oppositions between different paradigms 
could result in understanding the research problems from different ways. In terms of 
alternative paradigm, the mixed methods researcher claimed that pragmatism is the 
best paradigm which can be fitted with mixed methods approach (Creswell & Plano 
Clark 2007; Johson & Onwuegbuzie 2004). Tashaklcori & Teddlie (1998) have argued 
that at least 13 different authors embrace pragmatism as the worldview or paradigm 
for mix methods research (cited in Creswell & Plano-Clark 2007).
3.3.1. Mixed methods designs
Methodologists’ writing about mix methods research has drawn a great deal of 
attention to classifying the different types of mixed methods designs. Tashakkori & 
Teddlie (2003) have noted that they have found 40 different types of mix methods 
designs in the literature. Creswell & Plano-Clark (2007) have summarized the range 
of these classifications into the four major types of mixed methods designs. These
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designs include the triangulation model, the embedded design, the explanatory design 
and the exploratory design.
The exploratory design, which is used in this study, is a two-phase design in 
which the design starts with a qualitative data collection to explore a phenomenon, 
and then builds to a second quantitative phase. In this design based on the results of 
qualitative phase, an instrument is developed to test the hypothesis developed in the 
first qualitative phase (Figure 3.1) (Creswell & Plano-Clark 2007:77).
Figure 3.1: The processes o f  exploratory design
QUAL quanDevelopinstrument
interpretation 
based on
QUA! quan
results
This design has two common variants: the instrument development model and 
the taxonomy development model. In the instrument development model the 
researcher, first qualitatively explore the research topic with a few participants. The 
qualitative findings then guide the development of items and scales for a quantitative 
survey instrument. In the second data collection phase the researcher implements and 
validates the instrument quantitatively (Creswell & Plano-Clark 2007:77). The 
taxonomy development model occurs when the qualitative phase is conducted to 
develop a taxonomy or classification system, or develop an emergent theory. In the 
second phase, which is quantitative, these results are tested in more detail (Morgan 
1998; Tashakkori & Teddlie 1998).
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3.3.2. Applying mixed methods in this study
Traditionally, there is still a huge gap between quantitative and qualitative 
research in the medical sciences. This gap basically is influenced by their 
philosophical background which is positivist in quantitative approaches. In medical 
sciences, quantitative research views medical subjects from a medical model with the 
philosophical background of positivism, while, qualitative research views the health 
and medical issues from the naturalistic perspective. Having a holistic view, it seems 
that health and illness are the best subjects to use both qualitative and quantitative 
methods to maximize the strengths and minimize the weaknesses of each approach. 
This strategy leads to mixed methods approach. Due to a lack of evidences about 
men’s and general practitioners’ perceptions and experiences in Iran, this study was 
designed based on mixed-method approach. Figure 3.2 shows the paradigms and the 
design of applied mixed methods, i.e. “exploratory design: instrument development 
model” in this study.
Figure 3.2: Paradigms and designs o f the applied mixed methods in this study
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As it has been shown in the figure, at the first phase of the study, which was a 
qualitative research, grounded theory was used by data triangulation. Data 
triangulation in this study refers to use o f different sources of data (men and general 
practitioners) to explore their perceptions and experiences about the early detection of 
prostate cancer. Then in phase 2, the study continued by examining the emerged 
concepts in a large sui'vey.
3.3.3. Mixed methods data collection
It varies depending on the type of mixed methods design. It might be 
concurrently or sequentially. In concurrent data collection, data are collected at the 
same time as in triangulation & embedded designs. In this form of data collection, the 
two forms of quantitative or qualitative data are collected within the same timeframe 
and independent of each other. They may be collected from the same level in an 
organization or from different levels. Additionally, quantitative or qualitative data 
collection can be given equal or unequal weight in a study. In concurrent data 
collection the analysis is conducted for different purposes including to converge the 
findings (as in the triangulation convergence design), to validate one form of data 
through the other form (as in the triangulation validating quantitative data design), to 
transform the data for comparison (as in the tiiangulation data transformation design), 
or generating data which will address different types of questions (as in the embedded 
experimental or correlational design) (Creswell & Plano-Clark 2007:117).
The sequential data collection involves collecting the quantitative (or 
qualitative) data in stage, that is, the results of first data inform the second form 
(quantitative or qualitative) of data collection. These procedures are included in 
explanatory & exploratory designs. In the first stage, the data collection and analysis
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are either qualitative (as in exploratory design) or quantitative (as in explanatory 
design). Decision is then made about how the results will be used in the second stage 
of data collection and analysis. In other words, the second stage of data collection is 
built on the initial stage results. In sequential data collection, the two foims of 
quantitative (or qualitative) data are related or connected. Also, either the first or 
second data collection may be weighted more heavily, or the top priority may be 
either quantitative or qualitative (Creswell & Plano-Clark 2007:121).
In both concurrent and sequential data collection, quantitative or qualitative 
data collection can be given equal or unequal weight in a study depends on the 
research problem and the approach the investigator wants to emphasize.
In this study, a sequential data collection was carried out. However, the 
priority was given to the qualitative method in the first stage. The reason was that the 
process of early detection of prostate cancer was an unexplored issue in Iran and 
qualitative data collection helped to discover main issues in this process. The second 
stage of data collection was built on the initial stage results, that is, the findings of the 
qualitative phase informed the next quantitative survey through developing a 
questionnaire based on concepts and categories emerged from qualitative data 
analysis.
3.3.4. Mixed methods analysis
Data analysis in mixed method research includes the analysis of quantitative 
data with quantitative methods and qualitative data with qualitative methods. Thus, 
being familiar with both type of analysis is important. Data analysis in mixed method
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research is different depending on the type of mixed methods design. It might be 
concun'ently or sequentially.
In concurrent data analysis (as it is used in triangulation and embedded 
designs) several general guidelines are applied. In stage 1, a separate initial data 
analysis is conducted for each of the quantitative or qualitative data. In stage 2, the 
researcher merges the two datasets and as a result, the researcher is able to answer the 
mixed method questions like:
■ To what extent do the quantitative or qualitative data converge? How & why?
■ To what extent do the same types of data confirm each other?
" To what extent do the qualitative themes support the survey results?
Merging the quantitative or qualitative data would be possible through either 
transforming one type of data to make the quantitative or qualitative datasets 
comparable or comparing the data through a discussion or matrix (Creswell & Plano- 
Clark 2007:137).
In sequential data analysis (as it is used in explanatory and exploratory 
designs), the purpose is to use the information from the analysis of the first database 
to inform the second database. In explanatory designs the mixed methods questions 
are:
■ In what ways do the qualitative data help to explain the quantitative results?
" Which cases provide the best insight into the quantitative results?
In exploratory design the mixed methods questions are:
" What items and scales represent the qualitative results?
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■ Is the instrument which was designed based on the qualitative data a better 
instrument than existing instruments?
■ What variables or taxonomy emerge from the qualitative data were not 
recognized beforehand?
■ In what ways do the quantitative results generalize the qualitative findings?
■ How do the qualitative results inform the development of the instrument?
The infoimation from the analysis of first stage is then reviewed and decision 
are made about what information is most useful for the collection and analysis of the 
second database (stage 2) (Creswell & Plano-Clark 2007:144).
In this study a sequential data analysis was conducted. In this approach 
qualitative data was analyzed using Strauss and Corbin’s (2008) mode of analysis 
which was concluded by generating concepts and categories and eventually 
developing two theoretical schemes which were not recognized beforehand. Then a 
questioimaire was designed using the qualitative findings which was consistent with 
and based on social constructions in Iranian society. Quantitative data were analysed 
using descriptive and inferential statistics and the way that it could generalize 
qualitative findings was discussed (See chapter 8). At the end, the qualitative and 
quantitative findings integrated and the way that those could inform the cancer care 
practice was argued. The detail is available in conclusion chapter.
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Methodology of qualitative phase of the study
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3.4. An overview of qualitative research
Over the last two decades the amount of qualitative research on medical 
subjects especially cancer and chronic diseases has grown considerably. Regarding 
the rise of life-expectancy and improvements in medical care, more people are living 
longer with a variety of chronic diseases. Therefore, understanding the social and 
psychological aspects of the illness becomes increasingly important. In this regards, 
the qualitative approaches appear to be suited to understand personal meanings and 
experiences of illness and useful to explore social aspects of the chronic diseases, 
such as cancer of the prostate.
The qualitative research is an approach to identify the qualitative or non­
numeric aspects of a phenomenon from the participant’s perception. In terms of 
philosophical background, the qualitative research is often based on naturalistic or 
inter-pretative paradigm (Holloway & Wheeler 2002). The naturalistic paradigm 
typically is a qualitative approach that focuses on social and constructivist aspects of 
diseases, which is different from the biological aspects and more about how people 
perceive and understand the illness (Burns & Grove 2003; Dempsey & Dempsey 
2000).
The qualitative research can be defined as "any kind of research that produces 
findings not arrived at by means o f statistical procedures or other means of 
quantification" (Strauss & Corbin 1990:10). This approach is a way to gain insights 
through discovering meanings and exploring the richness, depth, and complexity of 
the prostate cancer experiences and also understanding the beliefs, perceptions and 
experiences about the early detection of prostate cancer.
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The aims of qualitative research can be classified under four main categories:
1) qualitative research seeks to find depth and intimate information from a small 
sample, 2) this approach attempts to understand hoAv and why people do, thinlc, and 
make meanings for their actions and behaviours rather than look simply for what 
people do, 3) qualitative approaches can be situated in micro^ or macro^ spectrums, 
and 4) qualitative research attempts to discover new information which may reflect 
new thinking, practice, behaviour, social organization, and/or social structure (Ambert 
etal. 1995).
In this study a qualitative approach was adopted for the first phase of study, 
as qualitative inquiries are well suited to investigate new grounds and topics about 
which little is known, because unstructured or semi-structured approaches allow 
researchers to explore issues participants raise during a study. Considering the dearth 
of research in the topic of eaiiy detection of prostate cancer, a qualitative approach 
was adopted. In addition, it allowed participants to describe the social issues that 
influenced their perceptions and experiences in the detection journey. Also qualitative 
work had the ability to explore the complex attitudes, behaviours, and interactions 
between patients and GPs in the process of early detection of prostate cancer.
There are a number of different disciplines which have been used to guide the 
qualitative inquiry. Polit (2001) summarized these characteristics as follows: 1) 
flexibility during data collection, 2) merging together of different strategies in data 
collection, 3) attempting to have a holistic understanding, 4) strong involvement of 
the researcher in the field of the study for long period of time, 5) the researcher
 ^Micro spectrum focuses on a single world such as pain clinic. 
 ^Macro spectrum focuses on a larger aim such as hospital.
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becoming part of the resear ch, and 6) formulating subsequent strategies by ongoing 
data analysis to determine the end of the research.
Data collection in qualitative approaches is carried out using different 
methods. Interviewing is the most common method which is used to collect data. It 
seems that it is the most appropriate tool for exploring the participant’s perspectives 
and understanding the meaning of their experiences. Depending on the response of the 
participants the interview can be formal or informal. Although there is no typical 
interviewing approach in qualitative research, one-to-one or face-to-face interview is 
the most common form (Chenitz & Swanson 1986). Participant observation which is 
another method of data collection refers to a type of observation in which the 
researcher becomes a participant in the setting. In other words, the researcher as a 
participant observes the work of group under study. This method can be processed in 
three steps including descriptive, focused and selective observation (Bryman & 
Burgess 1999; Holloway & Wheeler 2002).
In this study the interviewing method was used for data collection. A face-to- 
face semi-structured interview was applied to gain in-depth infomiation on men and 
GPs’ perceptions and experiences about the early detection o f prostate cancer. Semi­
structured interviews helped the researcher to obtain more focused and clear 
information using clarifying or exploratory probes. Also it gave the opportunity and 
freedom to men and GPs to discuss their perceptions and experiences in greater depth. 
Further explanation in relation to this topic could be found in the method chapter.
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3.5. Social constructionism
Social constructionism was applied as the philosophical background of the 
methodology. Developing of this approach in the social sciences has influenced from 
different disciplines. Burr (2005) points out, social constructionism is a sociological 
and psychological theory of loiowledge. From the sociological perspective, this theory 
focuses on exploration of the development of social constructions in particular social 
contexts. While from psychologists’ viewpoint, this theory focuses on the important 
role o f culture, language and context in the process of constructing knowledge.
Social constructionism was developed by Berger and Luclonann (1966). 
They indicated that reality and knowledge are the key terms in social constructionism. 
Reality was defined 'as a quality appertaining to phenomena that we recognize as 
having a being independent of our own volition' (Berger & Luckmann 1966:13). 
Knowledge is referred to 'the certainty that phenomena are real and that they possess 
specific characteristics' (Berger & Luclonann 1966:13). In other words, they argued 
that 'reality is socially constructed and the sociology of loiowledge must analyze the 
process in which this occurs' (Berger & Luclonann 1966:13). They also claimed that 
all knowledge originated from and is preserved by social interactions.
Until the 1950s, social scientists interested in medical sociology had worked 
under the paradigm that has been shared many of its assumptions with medical 
scientists' paradigm. From 1960s, a distinction appeared between the theoretical 
approach of social scientists and the theoretical approach of medical research. 
Parsons's (1951) sick role model distinguished between the biological basis of illness 
and its social basis and argued that illness has social state as well as biological state.
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In 1970, Freidson developed another approach to view illness from the theoretical 
perspective of social constructionism. He argued that illness could be analyzed from 
both social and biological states. In terms of biological, illness exists independently of 
human loiowledge. However, regarding the social state of illness, it is created and 
formed by human knowledge (Freidson 1988). Before discussing the social 
construction of illness, it is important to describe the philosophical assumption of 
social constructionism.
Social constructionism (constructivism) is a multidisciplinary approach to the 
social sciences and its development was influenced by philosophy, sociology, 
psychology and linguistics. In this approach, attempt was made to explicate 'the 
processes by which people come to describe, explain, or otherwise account for the 
world by the people in which they live' (Gergen 1985). Therefore, knowledge is the 
core and central point of this theory (Stead 2004). Social constructionism was 
founded on four assumptions (B uit 2005) which are discussed next in more detail.
B Knowledge is a product of social interactions
Based on this assumption, understanding of the world is a product of social 
interaction. This approach is in opposition to positivism that is a doctrine contending 
that sense perceptions are the only admissible basis o f human Icnowledge (B uit 2005). 
Moreover, it criticized the empiricism that is the view that experience, especially of 
the senses, is the only source of knowledge. Based on the positivism or empiricism 
paradigms, the nature of the world can be revealed just by observation. Whereas, 
social constructionist approach indicates that understanding the world by humans is a 
product of social interaction not just o f observation.
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This approach criticized many observational categorizations such as music 
where it is not necessaiy to divide up into classic or pop music. Given another 
example, this approach criticized classification of human being which is not necessary 
to categorize in man and woman. Indeed there is a difference in reproductive organs. 
But in case of sexual ambiguity and gender identity, there is a debate to categorize the 
human being in just two categories of male and female.
Another example is that medical sciences divided people into healthy or sick. 
This classification is based upon the observation of any pathological change in the 
human body. But there is a debate to draw a line border between these two categories. 
For example, in case of technical limitations to detect the illness pathogenesis, there is 
a significant gap between reality of the health or illness and understanding of the 
health or illness by medical approaches. In addition, by separation o f body and mind, 
the medical approach focuses more on biological aspects of health and illness and 
neglected the psychosocial factors such as stress and poverty.
B Relativity of knowledge
Social constructionists indicate that human being's understanding of the world 
is historically and culturally relative and dependent on time and place. For example, 
the view of childhood has changed through the centuries (Aries 1962). According to 
Aries’ (1962) view, the institution of childhood has changed through the historical 
and cultural process of the last fifty years. This means that the understanding of the 
world has been conditional. Giving loiowledge being conditional, social 
constructionism is against essentialism which is much in evidence in traditional 
psychology.
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0  Fabrication of knowledge by social processes
Social constructionists assume that understanding the world is constructed 
socially between people. Hence, knowledge develops through the social processes and 
interactions, particularly language interaction, between people in their daily lives. 
Their loiowledge provides a common understanding of a particular subject and there 
is a kind of competition to achieve the accuracy of this understanding.
D Knowledge constructed Social actions
The final assumption of social constructionism indicated that the social 
understanding of a particular subject could make different social constructions. These 
constructions could justify that the particular action or behaviour could be normal or 
abnormal. Moreover, the social understanding of an issue could result to different 
social actions. Therefore, knowledge and social actions go together as dynamic and 
re-producible processes. For example, addiction has been constructed socially as a 
kind of crime in Iran for ten years, but it is considering being a kind of sicloiess right 
now. Therefore, the social action for dealing with addiction was changed from 
imprisonment to treatment.
The above assumptions indicate that social constructionism is different from 
traditional social psychology. For example, essentialism is the belief that things have 
essential properties, properties that aie necessary to those things being what they are 
(Burr 2005). From an essentialist point of view, prostate cancer detection is a 
biological phenomenon with already determined biochemical factors such as 
increasing PSA or pathological changes in TRUS. There is a misunderstanding of 
social constructionism to identify this phenomenon. Social constructionism is not just
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saying that the illness detection determined by biological facts or influenced by 
psychosocial factors. A social constructionist argues that the detection of prostate 
cancer is a dynamic process and would be a product of social interactions.
Social constructionists criticise the realism which has us believe that things 
exist independently of their perception. Within social constructionism, loiowledge 
about a truth can be derived from different concerns. For instance, detection of 
prostate cancer can be an essential health procedure, a controversial issue, or even an 
unnecessaiy health related subject. These views may be one way of seeing the 
detection of the illness phenomenon. Therefore, there can be many potential ways to 
the notion of truth about this issue.
As it was defined before, the social construction of illness is a sociological 
theory of Icnowledge which enables exploration the social concept of illness in 
particular social contexts. The theory of knowledge in Iran is based on Islamic texts 
and teaching of the Koran. This concept may appear to be natural to those who accept 
it, but in reality it is a creation of a particular society (Nettleton 2006). Islamic 
societies create their own view of the world and their own view on illness and 
diseases. As this study has been conducted in Iran, a Muslim country, it is noteworthy 
to elaborate how Islamic and religious beliefs shape the meaning, understanding and 
perception of illness? Muslims believe that the purpose of life is to pass the many 
tests that they must undergo during their stay here on this earth and if  they pass these 
examinations or trials, then there will be eternal rewards. They have accepted it as a 
truth that they would have a great sorrow if they should fail them. Muslims also 
believe that among the many possible tests, one of the examinations that they can be 
tested with is ill health. They assume that Allah has given them so many gifts and
67
Dr. Ali Taghipour Chapters: Research methodology
blessings that simply cannot be counted all and one of His most impressive blessings 
to human being is health - both good and bad. They believe that disease does not 
prove the non-existence of health altogether nor decay the non-existence of body. 
However, it is an extraordinary blessing when they are healthy and it is also an 
extraordinary blessing when they are ill. So, how can these two opposite statements 
be true at the same time? Islam has an elegant yet simple answer to this question. It is 
Allah who is the Creator and it is He in His Perfection and Wisdom (as well as with 
all His other attributes) who “runs the show”. Absolutely nothing can occur without 
His permission. Muslim believed that when He, in His perfect wisdom, decrees good 
health for them, then they will be healthy. When He in His perfect wisdom decrees ill 
health for them, then they will suffer from illness. Good health is truly a wonderful 
blessing and people should be grateful when Allah decrees that for them. It is an 
honour. But, then ill health is also a marvelous blessing. If a sick person can still 
remain grateful to Allah through the course of his or her sufferings, trials and tests of 
illness, and still not oppose his or her destiny and endure patiently, then there will be 
many rewards and recompenses for them. Their sufferings will be rewarded with 
spiritual honours and gifts o f forgiveness (Jilani 2009).
The social-constructionists proposed various strands of the constmction of 
illness. From the health professional perspective, medical knowledge simply describes 
disease as a reality of body dysfunction and investigates a scientific procedure for 
diagnosing and treating. But from sociologist perspective, illness has an entity which 
is a product of "social reasoning" and "social practice" and does not exist 
independently of social context (Nettleton 2006). In this regards, illness is a product 
o f a complex phenomenon. This does not mean that patient does not suffer from
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bodily dysfunctions or to deny the realities of distress o f symptoms. The medical 
scientists confirm the established illness through (Bury 1986; Nettleton 2006).
Medical loiowledge is able to reproduce and reinforce social relations. By 
development of medical knowledge the social relations has changed since the 
eighteenth century. Nettleton (2006) summarized these processes in five medical 
cosmologies, namely. Bedside medicine. Hospital medicine. Laboratory medicine. 
Surveillance medicine and E-scoped medicine.
1) Bedside medicine (from the 1770s to 1800s) refers to a close interpersonal 
relationship between doctor and patient. At this stage, the medical loiowledge had 
been heterogeneous based on the doctor's theory of disease. This medical cosmology 
was based on the role o f the practitioner and depended on private fees with perception 
of sick man as a person and conceptualization of illness as a total psychosomatic 
disturbance.
2) Hospital medicine (from 1800s to the 1840s) indicates the localization of 
medicine in hospital. At this stage, a coherent hospital based theory of disease that 
was based on localized pathology was developed. This medical cosmology was based 
on the role of clinician and depended on professional career with perception of sick 
man as a case and conceptualization of illness as an organic lesion.
3) Laboratory medicine (from 1840s to 1870s) refers to the medical 
loiowledge, which was developed and controlled by scientists. This medical 
cosmology was based on the role o f scientist and depended on a scientific career 
structur e with the perception of a sick man as a cell complex and conceptualization of 
illness as a biochemical process.
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4) Surveillance medicine (through the twentieth century) highlights the change 
to the medical localization from laboratory based to community based. This medical 
cosmology was based on the role of epidemiologist and depended on professional 
career structure with the sick man being perceived as a risk assemblage and 
conceptualization of illness as a latent, deviation from norm.
5) E-scoped medicine (through the twenty-first century) refers to a new 
medical cosmology which is based on the role o f information and depended on a 
professional career structure with perception o f sick man as a expert patient and 
health seeker and conceptualization of illness as a communications breakdown and 
interaction of systems. Thus, through this processes, medical Icnowledge was used to 
reproduce and restructure the existing social relations.
What does medical success depend on? Apparently, it may be determined by 
advanced medical technologies. However, in reality it is the outcome of application of 
medical knowledge and technologies, which are depended on social and political 
relations. Application of medical knowledge has been challenged by medicalization, 
which refers to the process in which certain events or conditions of everyday life 
come to be medical issues. The process of medicalization involves changes in social 
attitudes and is often intensified by the availability of biomedical and technical 
treatments (Nettleton 2006).
According to the above discussion on the social construction of medical 
loiowledge, there are different strands of criticism on social constructionism. 1) non­
unified perspective: for constructionists, there are differences within the perspective 
o f the reality of the illness (discovery and fabrication perspectives). Thus, social 
constructionism is not a unified perspective opposite to empiricism which is the basis
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of medical science and maintains a unique perspective of the disease to observe its 
biological manifestations. Therefore, Nettleton (2006:27) cites the work of Lock 
(1988) who argued that in terms of illness there is a biological reality which must be 
considered with cultural and social values through the dynamic relationship. 2) 
Relativism: a further related criticism of social constructionism is refeiTcd to the 
problem of relativism since the constructionists claimed that all knowledge is socially 
relative. Therefore, there is a main critical issue about the validity of the 
constructionists' view and how they can determine its validity. 3) Dualism: it refers to 
viewing the individual and society separately. As biomedical model has founded on 
the mind/body dualism which means that the mind and the body can be treated 
separately, social constructionism failed to address the gap between the individual and 
social aspects of the illness (Burr 2005; Nettleton 2006). In conclusion, social 
constructionism was developed, expanded, and changed very rapidly and it is 
expected that it may change over time.
3.6. Applying an appropriate approach
There are different approaches in qualitative research. The major 
methodologies which are often used in medical research are phenomenology, 
ethnography and grounded theory which illustrate the variation of interpretation in 
method related to both ontological and epistemological perspectives within the 
paradigm (Bailey 1997). A brief explanation of phenomenological and ethnogiaphic 
approaches and the reason why these two approaches were rejected in favour for 
grounded theory are illuminated. Then grounded theoiy as the selected 
methodological approach in this study is presented in more details.
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Phenomenology, rooted in a philosophical tradition developed by Husserl and 
Heidegger, is an approach to thinking about life experiences. Phenomenology is both 
a philosophy and a research method (Dempsey & Dempsey 2000:136; Burns & Grove 
1999:340). It seeks to discover the essence and meaning of a phenomenon as it is 
experienced by people (Polit & Beck 2006:219). The purpose of phenomenological 
research approach is to understand the whole human being as they are lived- in 
phenomenological terms, to capture the “lived experience” of study participants 
(Burns & Grove 2003:340; Dempsey & Dempsey 2000:368). In descriptive 
phenomenology (eidetic) which was developed first by Husserl (1962), researchers 
attempt to describe lived experiences by bracketing out any preconceived views and 
intuiting the essence of the phenomenon by remaining open to the meanings attributed 
to it by those who have experienced it (Polit & Beck 2006:219). Interpretive 
phenomenology (hermeneutics) which was developed by Heidegger (1962), argue that 
hermeneutics is a basic characteristic of human existence which focuses on 
interpreting the meaning of experiences (Polit & Beck 2006:219).
Ethnography has its roots in social anthropology and emerged in 1920s and 
1930s when famous anthropologists Malinowski (1922), Boas (1928) and Mead 
(1935) searched for cultural patterns and rules. Lecompte & Schensul (1999) has 
argued that ethnographers use culture as a “lens for interpretation” and focus on 
cultural members, phenomena and problems (Cited in Holloway & Wheeler 
2002:135). Although the term “culture” can be defined in various ways, most 
definitions include patterns of behaviouis and values shared by a group or groups. 
Dempsey & Dempsey (2000:139) argue that the primaiy purpose of ethnogiaphy is to 
formulate an in-depth description of a culture or subculture of the group being 
studied. Formulation of an in-depth description of a culture requires an in-depth study
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using unstructured interviews and participant obseiwation of group activities, language 
and customs, while the researcher is physically present among the subjects during the 
long data collection phase. Polit & Beck (2006:217) argue that ethnography is “a 
blend of a process and a product: fieldwork and written text”. They have argued that 
fieldwork is the process by which ethnographers inevitably come to understand a 
culture through exploring how that culture is communicated and portrayed. However, 
because culture is not visible and tangible, it is constructed through ethnographic 
writing.
Phenomenology and ethnography were not fitting and appropriate 
methodologies for this study, as phenomenology only addresses the lived experience 
of participants and ethnography interprets people's behaviour within the context of 
their culturally constituted environment, whereas the purpose of this research was to 
discover GPs and men’s perceptions and their interaction which were shaped by social 
constructions through the process of detection of prostate cancer. In other word, the 
purpose was to explore the explicit ways that social determinants and conditions 
influence the social process of detection of the disease in the particular context of 
Iranian society. As a consequence, the social experiences and interactions of the 
participants were sought. The reason was focusing on the manners in which GPs and 
patients make sense of their social interactions and exploring the impact of social and 
cultural constructions it seemed that grounded theory was the most appropriate 
methodology that allowed the reseaicher to explore for this issue (Corbin & Strauss
2008).
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3.7. Grounded Theory (Straussian approach)
Grounded theory is an approach which was developed in the 1960s by two 
sociologists, Glaser and Strauss whose theoretical roots were in symbolic 
interactionism, which focuses on the manner in which people make sense of social 
interactions and the interpretation they attach to social symbols. The primaiy purpose 
of grounded theoiy is to generate theory from observations of real life as these were 
occurring (Polit & Beck 2006:222). Grounded theory, as the chosen qualitative 
approach for this study, is discussed in more details below.
Grounded Theory one of the systematic methods of qualitative research has 
been defined as a qualitative reseai'ch approach that uses inductive reasoning to 
generate the theoretical understandings of the research by grounding or basing the 
theory in the data being collected' (Dempsey &Dempsey 2000:366). It is a qualitative 
research approach for investigating social processes and structures and is also a highly 
systematic approach for studying social experiences and interactions (Chenitz & 
Swanson 1986; Holloway & Wheeler 2002).
In the 1960s, two sociologists, Barney Glaser and Anselm Strauss, generated 
grounded theory from using symbolic interactionism to find out health professionals’ 
interaction with dying patients. They published ''the discovery of grounded theoiy: 
strategies for qualitative research". Since their original publication in 1967, Glaser 
and Strauss have disagreed on 'how to analyze the data' and this has resulted in 
splitting grounded theory in two approaches. Therefore, Strauss and Juliet Corbin in 
1990 published an alternative view of grounded theory entitled "basics of qualitative 
research: grounded theory procedures and techniques". This approach involves three
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types of coding including open, axial, and selective coding. Using the paradigm to 
help identify linkage among categories, this approach was named Straussian 
paradigm. This was followed by Glaser (1992) who was disagreeing with some of the 
procedur es advocated by Strauss and Corbin. He published a rebuttal in 1992 entitled 
"emergence versus forcing: basics of grounded theoiy analysis" to highlight the 
difference in what he argued was original grounded theory. He proposed the coding in 
thr ee types including open, selective, theoretical coding. He believed that the outcome 
of grounded theoiy is to discover theoiy rather than conceptual description which 
were the outcome of the Straussian approach. This approach of grounded theory was 
named Glaserian approach (Chaimaz 2006; Holloway & Wheeler 2002).
These two approaches of gr ounded theoiy have different perspectives, which 
resulted in constructivist and objectivist grounded theoiy. Constructivist grounded 
theory has its roots in an interpretivism (naturalism) paradigm, but objectivism 
grounded theory is rooted in positivism paradigm. The Glaserian approach is an 
objectivist grounded theory and based on etic positioning, where the researcher is 
separate from and looks in on the social realities. However, the Straussian approach is 
a constructivist grounded theory and based on emic position, where the researchers 
create the theoiy of a social process through their own understanding of the social 
realities (Channaz 2006).
Since its creation, grounded theory has been progressively developed based 
on its original formulation. Although it was first used within the field of sociology, it 
has been applied by other researchers in different areas. Now, grounded theory is a 
favoured approach in social medicine and health care to conceptualize behaviour in
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complex situations and to understand the impact of health beliefs and experiences 
(Polit et al. 2001 and Strauss & Corbin 1998).
A theoretical perspective of grounded theoiy is developed from symbolic 
interactionism. This framework focuses on the interaction between people and 
investigates the social behaviours and social roles (Holloway & Wheeler 2002). 
Symbolic interactionism was the background of Strauss who generated grounded 
theory along with Glaser (Dey 1999). Therefore, using symbolic interactionism as a 
theoretical perspective of grounded theoiy is very common in previous studies. 
Nevertheless, according to the aims of this study which focus on the men's and GPs' 
perceptions on the early detection of prostate cancer, social constructionism was 
applied as the theoretical framework in order to understand the social constructions of 
the illness rather than just the social and professional interactions.
The purpose of grounded theoiy study is to understand the concerns, actions 
and behaviours of a group and to explore those social processes and interactions in a 
theory (Chenitz & Swanson 1986). Therefore, developing a theoiy or modifying an 
existing theory is the objectives in grounded theory. Science is a “social institution” 
for producing loiowledge. This concept has its root in the enlightenment period of 
western history (from the 1600s to the 1800s). This period began with the study of the 
natural world by believing in logical reasoning and emphasis on experiences. Then it 
spread to the study of social life. Social theoiy is referred to as “a system of 
interconnected abstractions or ideas that condenses and organizes loiowledge about 
the social world” (Neuman 2000:40). In this regard, a theory is a logical testable 
model to explain a set of natural phenomena. The method of creating a theory in 
grounded theory is essentially based on two elements: concepts and propositions.
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Concepts are terms which are used to denote abstract perception of phenomena at the 
empirical level through the use of symbols. Propositions are used to express the 
relationships between concepts (Chenitz & Swanson 1986; Glaser & Strauss 1967).
Through the process of using grounded theory approach, it is necessary to 
consider these characteristics including theoretical sensitivity, theoretical sampling, 
data collection, constant comparison, theoretical memos and filed notes, the literature 
as a source of data, data analysis, and integr ation of theory (McCann, Terence et a l 
2003; Holloway & Wlieeler, 2002). The literature review in grounded theory was 
illustrated in chapters two. The other features would be more elaborated in this part.
Theoretical sensitivity is defined as the researcher sensitivity to distinguish 
between the significant and non-significant data in terms of their meanings. This 
sensitivity can be increased thr ough the research when the researcher interacts with 
data and thinlc about emerging of a theory (Strauss & Corbin 1998). The sensitivity 
can be obtained from a primary literature review and from personal (researcher) 
experiences and/or professional experiences as well (McCann, Terence et al. 2003).
Sampling in grounded theory is guided by theoretical sampling. At the 
beginning of data collection, purposive sampling is used as the preliminary sampling 
to help the researcher to select participants who provide sufficient data. As initial data 
are collected and analysed, inclusion of participants is maintained by theoretical 
sampling to compare emerging categories and establish conceptual boundaries. 
According to Glaser & Strauss (1967:45), theoretical sampling is a “process o f data 
collection for generating theory whereby the analyst jointly collects, codes, and 
analyzes his data and decides what data to collect next and where to find them, in 
order to develop the theory as it emerges”.
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Time and continuance are the main criteria in theoretical sampling to 
differentiate this type from other types of sampling. Theoretical sampling in grounded 
theory is a process of data collection which is planned and continued through the 
study not before. Therefore, the initial data guide the next plan of data collection for 
fuither sampling. This process is continued rmtil the point of data saturation (Strauss 
& Corbin 1998; Charmaz 2006). There are some indices of data and theory which can 
help the researcher to establish the achievement o f saturation. The data indices allude 
to repetition in information and confirmation of previously obtained data. The theory 
index refers to achieve the development of the theory (Denzin & Lincoln, 1994; 
Holloway & Wheeler 2002).
Developing a theory depends on the meanings obtained from the data 
collection process. Meaning must be observed within the context in which it occurs 
(Mishler 1979). There are multiple interpretations of the reality of the meanings. As it 
is mentioned, there are different techniques and strategies for data collection in the 
qualitative study. The choice among these techniques depends on the focus o f the 
research and on the purposes of the researcher as well (Wimpenny & Gass 2000).
In grounded theory, in-depth interview is the main sources of data collection. 
Chenitz & Swanson (1986) classified two approaches of interviewing in grounded 
theory; the formal and the informal qualitative interview. Regarding the formal 
interview, it can be noted in three types including unstructured, semi-structured, and 
structured interview (Baryman & Burgess 1999; Holloway & Wheeler 2002). The 
informal interview refers to “everyday conversations for the purpose of collecting and 
validating data”. Observation in the field and using existing literature and documents 
are other sources of data in grounded theory (Chenitz & Swanson 1986:79).
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The constant comparative method is one of important features of Grounded 
Theory which should be applied from the begirming of the data analysis. It means that 
all objects should be closely examined and compared in terms o f similarities and 
differences, while constantly asking of the data the neutral question “what category or 
property of a category does this incident indicate (Strauss and Corbin 1998)?” By 
comparing concepts and subcategories, the researcher would be able to group them 
into major categories. When the researcher code and categorize incoming data, he/ she 
compares new categories with those that have already been established. As a result, 
incoming data would be checked for their fitness with existing categories (Holloway 
& Wheeler 2002). Charmaz (2006), in this relation also indicates that grounded theory 
is a comparative method in which the researcher compares data with data, data with 
categories, and category with category.
Through the process of a research based on grounded theory, the researcher 
should write field notes and memos and also make diagrams. Field-notes refer to a 
record of certain events, actions or interactions which have been observed through the 
interviewing. It should be recorded during or immediately after data collection. 
Memo-writing refers to a “pivotal intermediate step between data collection and 
writing drafts of papers” (Charmaz 2006:72). Writing the memos continues 
throughout the process of the research. It should be recorded analytically and 
conceptually rather than as a descriptive report of the data setting.
“Memoing” is an inductive technique because it happens during the 
conceptualising of the data and it is also a deductive teclmique because the researcher 
attempts to assess the linlc between categories and subcategories. In memo wiiting 
diagrams can help researcher to represent the structme of the study and to signify the
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conceptual relationship that has been developed among categories (Strauss & Corbin 
1998), Diagrams are visual representations of data which can be useful for sorting out 
the various relationships. Diagrams begin to take on form in the stage of axial coding. 
Integrative diagi'am can be used to describe early relationships between the category 
and its subcategories or among several categories (Strauss & Corbin 1998).
Memos and diagrams are essential procedures in research aimed at theory 
generation, as they allow researchers to keep a record of the analytic process. Memos 
and diagrams will vary in form and comply over time and by type of coding. Any 
break in logic quickly becomes evident as thoughts are put down on paper as memos 
or diagrams (Strauss & Corbin 1998).
Glaser (1992) argued that the grounded theory approach is a general 
methodology of analysis linked with data collection that uses a systematically applied 
set o f methods to generate an inductive theory about a substantive area. According to 
Corbin & Strauss (2008), analysis involves examining a substance and its component 
in order to determine their properties and functions and thereafter utilizing the 
acquired knowledge to make inferences about the whole data. In making inferences, 
analysts rely upon professional/ experiential knowledge in order to recognize and give 
meaning to data. They have argued that there is a difference between initial and later 
analysis in grounded theory, i.e. in the beginning of the study, analysis is usually more 
detailed or "microscopic" in order to explore all possibilities and then later tends to be 
more "general" with the purpose of fully developed and validated interpretations. 
Microanalysis, which has been discussed in 1998 edition of Strauss and Corbin's book 
is a kind of coding which is not a structured, static and rigid process. However, it is a 
free flowing, dynamic and creative one in which an interplay occurs between the
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analyst and data during the analytic process (Strauss & Corbin 1998). Corbin & 
Strauss (2008) have argued that microanalysis is not a different form of coding. 
Instead, it is a more detailed type of open coding which designed to break open the 
data to consider all possible meanings. They believed that microanalysis is a valuable 
analytic means that is like using a high-powered microscope to examine each piece of 
data. Corbin & Strauss (2008) have argued that its purpose is to generate ideas, to get 
the reseai’cher deep into the data and to focus on pieces of data that seem relevant but 
their meaning remains elusive. However, microanalysis complements a more general 
analysis. Whereas microanalysis looks at the detail, general analysis steps back and 
looks at the data from a broader perspective.
Corbin & Strauss (2008) have also discussed using analytic tools that are a set 
of thinking strategies that are adopted by analysts to make sense out of data. These 
tools can stimulate the analytic process and assist novice researchers to grapple with 
the mountains of data. Corbin & Strauss (2008) have introduced different analytic 
tools including the use of questioning, making comparison, thinldng about various 
meaning of a word, drawing upon personal experience, looking at words and 
language, looking at emotions, looking for the negative cases and looking at the 
structure and organization of the naiTative in terms of time or some other variables.
1. Open coding
As a whole, initial analysis in grounded theory involves what is commonly 
named coding which means taking raw data and raising it to a conceptual level. 
Coding is not merely a paraphrasing; instead, it is interacting with data using 
aforementioned analytic tools (Corbin & Strauss 2008). Glaser (1992) distinguished 
two types of coding including substantive (open) and theoretical (selective) coding,
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but Strauss and Corbin (1990) described three levels of coding consisted of open, 
axial and selective coding.
Strauss and Corbin (1990:61) described open coding as “the process of 
breaking down, examining, comparing, conceptualizing, and categorizing data”. It 
also was defined "the part of analysis that pertains specifically to the naming and 
categorizing of phenomena through close examination of data" (Strauss & Corbin 
1990:62). Dey (1999) presents this as "the first basic analytical step" from which 
everything else including the phases of axial and selective coding follow. Tlnough 
this process, the assumptions of the analyst and others about phenomena are 
questioned or explored which leads to new discoveries (Strauss and Corbin 1990). 
Conceptualizing in open coding is the first step in theory building, which enables 
researcher to group similar events, happenings and objects under a common heading 
or classification using more abstract higher order concept, that is, categories. 
Grouping concepts into categories is important because it enables the analyst to 
reduce the number units with which he or she is working. Additionally, they have 
analytic power, as they have the potential to explain and predict (Strauss and Corbin 
1998). After categorization, the specification of properties and their dimensions is 
carried out and as a result, patterns are appeared. Thus, the foundation and beginning 
structure for theory building is achieved (Strauss and Corbin 1998).
2. Axial coding
Axial coding is the next step of analytic process, in which “data were put back 
together in new ways after open coding, by making connections between categories” 
(Strauss & Corbin 1990:96). This is done by a coding paradigm, which is identified as 
“an analytic tool devised to help analysts integrate structure with process” (Strauss &
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Corbin 1998:123). This paradigm model includes casual condition, phenomenon, 
context, intervening conditions, action/interaction, and consequences. Using this 
model helps researcher to link subcategories to categories, and to understand the 
phenomenon, systematically.
Based on definitions by Strauss and Corbin (1990 and 1998), a causal 
condition refers to “events, incidents, happenings that lead to the occurrence or 
development of a phenomenon” (Strauss & Corbin 1990:96). They defined 
phenomenon as “the central idea, event, happening, incident about which set of 
actions or interactions are directed at managing, handing, or to which the set of 
actions related” (Strauss & Corbin 1990:96). Context is defined as “the specific set of 
properties that pertain to a phenomenon along a dimensional range” (Strauss & 
Corbin 1990:96). Intervening conditions are the factors that facilitate or constrain the 
strategies of action/interaction. These factors include “time, space, culture, economic 
status, technological status, career, history, and individual biography” (Strauss & 
Corbin 1990:103). Action/interactions refer to the strategies “which are directed at 
managing, handling, carrying out, responding to a phenomenon as they exist in 
context or under a specific set of perceived conditions” (Strauss & Corbin 1990:104). 
The last component of paradigm model is consequence, which refers to “outcomes or 
results of actions and interactions” (Strauss & Corbin 1990:97).
Strauss & Corbin (1998) in the second edition of their book have argued that 
labelling conditions as causal, contextual and intervening are ways of trying to sort 
out some of the complex relationships among conditions and their subsequent relation 
to action/ interaction. They have also discussed that identifying and listing which 
conditions are causal, contextual or intervening is not so important, rather, what the
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analyst should focus on is the complex interweaving of events (conditions) leading up 
to a problem, an issue or a happening to the people who are responding thiough some 
action/ interaction, with some sort of consequences.
Glaser (1992) in relation to the paradigm model introduced by Strauss and 
Corbin argued that “ in actuality it teaches the analyst to force a full conceptual 
description on data with no questions about whether the links are relevant to any 
emerging theory that really explains how the participants process their main concern” 
(Glaser 1992:63). He believed that that Strauss’s approach is “full conceptual 
description” not grounded theory. Glaser mostly put emphasis on emergence instead 
of forcing data and avoiding asking preconceived questions and methodological 
techniques.
Corbin & Strauss (2008) in the last edition of their book have an argument in 
relation to "artificial" distinction between open and axial coding. They have argued 
that axial coding in previous editions of their book was presented in a separate 
chapter, because it was thought that it occuned separately from open coding. But then 
they presented the idea that open coding and axial coding go hand in hand and the 
distinction between two types of coding is "artificial" and for explanatory purpose. 
Indeed, although the data are broken apart and concepts are identified to stand for the 
data, simultaneously, the analyst has to put the data back together again by relating 
those concepts.
In axial coding, one o f the important issues is coding for process. Analyzing 
data for process in grounded theory is not a separate aspect of analysis. Coding for 
process is part o f axial coding and the building of categories in which instead of 
looking for properties, the analyst is purposefully looking at action/ interaction and
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noting movement, sequence, and change as well as how it evolves in response to 
changes in context or conditions. In other words, coding for process represents the 
dynamic and evolving nature of action/ interaction that occur over time. It may 
change or sometimes remain the same in response to the situation or context. Process 
may or may not occur in continuous forms or sequences. Although process is often 
described by analysts as stages or phases, it also can be examined as sequences or 
shifts in the nature of action/interaction and as Strauss and Corbin (1998:167) 
indicate, "not everything that is process can be reduced to stages or phases, nor it 
should be". Process can be the organizing thread of the theory and without process the 
theory miss a vital part of its story, i.e. how the action/interaction evolves Strauss and 
Corbin (1998).
3. Selective coding
Strauss and Corbin (1990:116) have defined selective coding as “the process 
of selecting the core category, systematically relating it to other categories, validating 
those relationships, and filling in categories that need further refinement and 
development”. In other word, selective coding is the process of integrating and 
refining the theory.
Integration is an ongoing process, which occurs over time beginning with the 
first step of analysis and often not ending until the final writing. It is an interaction 
between the analyst and the data thioughout the analysis (Strauss & Corbin 1998). 
Several analytic techniques can be used to facilitate the integration process including 
sorting and reviewing memos, writing the storyline memo, using diagrams (Strauss & 
Corbin 1998).
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Discovering the core category is the next step in selective coding. When the 
major emerging categories linked, it is the time to pull the theory together around a 
core category (Chenitz and Swanson 1986). The core category represents the main 
theme of research. Strauss and Corbin (1998) have argued that in an exaggerated 
sense, it consists of all the products o f analysis condensed in a few words that seem to 
explain what "this research is all about". To choose core category, some criteria were 
illuminated by Strauss and Corbin (1998) as follows: 1) It must be central, i.e. all 
other categories should be related to it 2) It must appear frequently in the data, 3) The 
explanation which evolves by the relating the categories should be logical and 
consistent 4) The phrase used to describe the central category should be sufficiently 
abstract 5) Analytical refinement of the concept should be resulted in the growth of 
theory in depth and explanatory power and 6) The category should be able to explain 
variation as well as the main point made by the data.
Refining the theory is caiiied out when the researcher has outlined the 
overarching theoretical scheme. Refining the theory consists of reviewing the scheme 
for internal consistency and for gaps in logic, filling in poorly developed categories, 
trimming theory and validating the theoretical scheme (Strauss & Corbin 1998). To 
review the scheme for internal consistency and logic, storyline memo and diagrams 
can be checked and if they are clear and show the flow of data in a logical manner, 
then consistency and logic should follow. Filling in poorly developed categories can 
be done through review of memos or raw data, looking for data that might have been 
overlooked, or through further theoretical sampling. For trimming the theory, the 
extraneous concepts, which do not seem to fit the theory, should be dropped. These 
usually are concepts that never were developed, probably because they did not appear 
much in data or seemed to trail off into nowhere. Finally, the theoretical scheme is
86
Dr. Ali Taghipour Chapters: Research methodology
validated by comparing it to raw data, doing a type o f high-level comparative 
analysis, or by presenting it to respondents and requesting them to comment on how 
well it seems to fit their cases. A theory that is grounded in data should be familiar to 
participants, and although it might not fit every aspect of their cases, the larger 
concepts should apply.
Integi'ation of a theory is not just a static description of situation by linkages 
between categories. But the process o f occurrence should be taken into account. A 
theory can be considered substantive or formal theory (Glaser & Strauss 1967:32). 
Substantive theory is created from a single study with a particular context and applied 
to a specific setting and situation. This type of theory can be generated from a small 
and limited project. Foimal theory emerges from different studies with many 
situations and settings. It is more general than substantive theoiy (Strauss & Corbin 
1998).
Since the creation of grounded theory, it has been progressively developed 
based on its original formulation. Although it was first used within the field of 
sociology, it has been applied by other researchers in different areas. Now, grounded 
theory is a favoured approach in social medicine and health care to conceptualize 
behaviour in complex situations and to understand the impact of health beliefs and 
experiences (Polit et al. 2001; Strauss & Corbin 1998).
The delay on the detection o f prostate cancer indicates that it was not just a 
medical problem. Based on the controversial aspects of the early detection of prostate 
cancer, there is not enough evidence on factors which probably contributed to the 
construction of prostate cancer as a social problem in comparison with breast cancer. 
This study aimed to understand the social constructions of the illness from men's and
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GPs perspectives. To achieve the aims of the study, mixed methods was my interest 
and among different qualitative approaches which could guide the first phase of my 
mix method study, I chose grounded theory, as I believed that it is a suitable approach 
to understand the social conditions and interactions of social constructions on the 
early detection of prostate cancer for the following reasons:
1) Grounded theory is a highly systematic research strategy to study the social 
process of the early detection of prostate cancer. 2) It can be an appropriate method 
for exploring men's perceptions through the process of prostate cancer detection. 3) 
As Launer (1996) has noted, “general practitioner is an ideal testing gi'ound for social 
constructionist ideas”, therefore, it seems that using social constructionism may give a 
wider theoretical perspective to find out more about men’s beliefs and general 
practitioner s’ perceptions of the early detection of prostate cancer.
In this study the data were analysed using the constructivist grounded theory 
(Straussian paradigm). There are several reasons for choosing this approach of 
grounded theory. Using the paradigm model of constructivist grounded theory was 
helped to use this method easily for a novice grounded theorist. Moreover, the 
paradigm guided the process of data analysis in a standard procedure and framework. 
Finally, using the paradigm model helped me to avoid a time-consuming procedure 
and lengthy process of data analysis.
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Methodology of quantitative phase of the study
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3.8. An overview of quantitative research
Quantitative research can be described as a systematic investigation of inquiry. 
This approach is rested on assumption that all evidences are rooted in objective reality 
and can be measured directly or indirectly through the senses. Based on this 
philosophical assumption, this approach is often associated with the positivism and 
applied by this paradigm. The research investigation could be planed systematically in 
a logical and organised manner from the statement o f a problem to identification of 
research questions and hypothesis, using formal instruments and methods of 
measurement to collect data, analysis the numeric data with statistical procedures, and 
evaluation of results to accept or refuse hypothesis. Measurement is the central point 
to the quantitative approach and the concepts of the inquiry must be operationlised to 
measurable vaiiables (Polit & Beck, 2006, Creswell & Plano Clark, 2007).
In medical sciences, the positivist paradigm is combined with observational 
and experimental studies and stresses the biological aspects of the diseases. The main 
aims of this approach are to test a deductive hypothesis, which moves from the 
general to the specific and to seek generalization of the findings. This has so far been 
the focus of the medical literature on prostate cancer (Fossey et ai. 2002).
Traditionally, the quantitative research has been often based on the scientific 
method of inquiry. The scientific method is rooted in positivism, which was discussed 
and presented formerly in this chapter (Fossey et al. 2002). The characteristics of this 
method were classified in four categories (Dempsey & Dempsey 2000). The outlines 
of these characteristics aie given below.
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1- Order which refers to a set of systematic steps including statement of 
problem, definition of research method and material, collecting and analyzing the 
data, and formulation o f conclusion.
2- Control means elimination or reduction of impact of confounding variables 
from the result of the research. Variable was defined 'an image, perception or concept 
that is capable of measurement' (Kumar 2005:55) and it can have more than one value 
such as height and weight. Confounding variable was defined 'the mixing of the effect 
of an extraneous variable with the effects of the exposure and disease of interest' 
(Greenberg et al. 2001:149). For example, through the study of relationship between 
oral contraceptives and cerebro-vascular accidents, the researcher must take method 
to control the effects of stress, diet, and smoking as confounding variables.
3- Empiricism means that the scientific evidences of research must be gathered 
objectively. This philosophical characteristic, which was formulated by John Locke in 
the 17th century, emphasizes the role o f experience and sensory perception (Dempsey 
& Dempsey 2000).
4- Generalizability indicates that the gathered data from the sample can be 
representative of the target population. This characteristic of quantitative research 
enables to generalize the results to a broader group and to apply the findings that were 
drawn from the sample to the study population (Dempsey & Dempsey 2000).
The scientific method has some limitations. The main limitation is related to 
restriction in measurement of psychosocial concepts. In this regard, it is not possible 
to identify an appropriate indicator to operationalise all concepts especially social.
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psychological, and cultural issues. Moreover, it is restricted to employ human right of 
the participants in quantitative reseai'ch particularly in interventional studies.
The method of the quantitative studies can be classified from three different 
perspectives including 1) 'the number of contacts with the study population, 2) the 
reference period of the study, and 3) the nature o f the investigation' (Kumar 2005:93).
From the first perspective, the quantitative phase of the study was designed in 
three gi'oups. 1) The cross-sectional study which 'analyze data collected on a group of 
subjects at one time rather than over a period of time' (Dawson & Trapp 2001:9). This 
method is used to determine what is happening right now. 2) The before-and- after 
study is actually two set of cross-sectional study which refers to investigate the 
changes in variable at two times. 3) The longitudinal study is used to determine the 
pattern of changes thi ough the period of study
Based on the reference period perspective, the quantitative research can be 
categorized as retrospective, prospective, and retrospective-prospective designs. The 
retrospective design is used to study a phenomenon, which has happened in the past. 
The prospective design is applied to study the outcome of a phenomenon, which is 
likely to happen in the future. Retrospective-prospective design is carried out to study 
the trend in a phenomenon on past and future.
Regarding the nature of the investigation, the quantitative studied can be 
classified as observational when the subjects are merely observed and interventional 
studies are those in which some intervention is performed (Dawson & Trapp 2001). 
The observational studies can be subdivided into descriptive and analytical sui'veys.
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Descriptive surveys, such as cross-sectional studies, aie used in medical 
research to: 1) provide data regarding the magnitude of the diseases such as incidence, 
prevalence, mortality and morbidity rates and ratios, 2) provide clues to diseases 
aetiology to help the formulation of an aetiological hypothesis, and 3) provide 
background data for planning, organizing and evaluating health services.
In contrast to descriptive surveys which look at entire populations, the 
analytical surveys’ subject of interest is the individual within the population. The 
object is not to formulate, but to test hypotheses. This type of observational surveys 
can be subdivided into a) group-based such as ecological and trend studies, and b) 
individual-based such as case-control and cohort studies (Rotliman & Greenland, 
1998; Abramson &Abramson, 2008).
The interventional (experimental) studies provide scientific proof of 
aetiological or risk factors, and offer a method of measuring the effectiveness and 
efficacy of health services for the prevention, control and treatment of diseases in 
order to improve the public health. This type of medical studies can be subdivided 
into 1) individual-based studies such as randomized controlled or clinical trials which 
are based on patients as unit of study, 2) group-based studies such as community trials 
which aie based on communities as unit of study (Abramson &Abramson, 2008).
3.9. Survey
In this study to conduct the second phase, an analytic individual-based survey 
was conducted to determine the extent to which the findings from the qualitative 
phase of this study were applicable to a wider population of GPs in Iran, Mashhad. 
The method of survey has been presented in chapter seven which contains
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rationalization of doing the survey, the research questions, the survey variables and 
the measurement scales, the processes o f developing questionnaires, the study 
population and data setting, the data collection processes, and finally the method of 
data processing in more details.
3.10. Integration of qualitative and quantitative studies
To integrate the qualitative data collected from the field and quantitative data 
gathered through classic epidemiological research approach, the mixed method 
analysis take place after both the qualitative and quantitative data analyses on the 
same phenomenon were completed separately. Then the different results are 
converged by comparing and contrasting the different results and drawing inferences 
across categories during the interpretation (Creswell & Clark 2007, Dubois et al.
2009). In addition to searching for converging and contradictory findings between two 
datasets, pertinent literature and professional experience are used to complete the 
integration process.
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4.1. Introduction
To achieve the aims of this study, as it was mentioned in the methodology 
chapter, a mixed method of qualitative and quantitative approaches was adopted. In 
qualitative part (Phase 1), the study was carried out based on grounded theory with 
theoretical perspective o f social constructionism. Using a semi-structured interview 
guideline, 12 Iranian men with diagnosed prostate cancer along with 12 Iranian GPs 
were interviewed.
To describe the method of phase 1, firstly the setting of study and the 
rationales for making decision to do the study in those settings are discussed. A 
profile of participants recmited in this study including patients and general 
practitioners are given afterward. I then elaborate sampling and the process of 
recruitment, data sources and the process of data collection. The practical issues of 
transcription and translation as well as the process of data analysis are argued later. 
This part is concluded by explaining the ethical considerations and strategies for 
maintaining rigour.
4.2. Study setting
This study was earned out in Mashhad, a big city in the North-East of Iran 
which is the second biggest city after Tehran, the capital of Iran. In this study, patients 
with prostate cancer who referred to both private and governmental hospitals and also 
general practitioners who were practising in private and public health clinics were 
recruited in the study. The reason for recruitment of patients with prostate cancer 
instead of healthy men was that they had experienced the illness and the stages of 
detection and the aim of this study was exploring their perceptions and experiences of
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prostate cancer. Additionally, they were easily accessible in the governmental and 
private hospitals and clinics. Whereas healthy men had no or poor knowledge about 
prostate cancer and was not easily reached in the community. The rationale for 
recruitment the patients and GPs from both governmental and private sectors was to 
provide a good diversity of experiences of people belonged to different social classes. 
Because, in Iranian society, wealthy and educated people usually use medical services 
in the private sectors and doctor-patient relationship is somehow influenced by their 
social class. So having patients recruited from different social classes could help me 
to gain insight into the diverse experiences of patients and GPs in the process of early 
detection of prostate cancer.
4.3. Study Participants
Participants in this study were selected from two populations in Mashhad, 
Iran. The first population was consisted of men who had histopathologically 
confirmed prostate cancer. The second population was GPs who were members of the 
Medical Council of Iran and had medical practice authority in Mashhad.
D Patients
Patients participated in this study were men who had histopathologically 
confirmed prostate cancer attended Omid (referral centre for cancer), Quaem and 
Emam-Reza training hospitals, Mashhad University of Medical Sciences. The patients 
were eligible for participating if  their specialist confirmed their eligibility to be 
included in the study. All confirmed cases could take part in the study, irrespective of 
their age, cancer stage, and treatment procedure. Therefore, among 19 confirmed cases 
12 patients were interviewed. Patients, who were visibly upset and also patients with
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diagnosed mental illness were excluded. Outlines of demographic characteristics of 
the participants have been presented in Table 4.1.
Table 4.1: D em ographic characteristics o f  tw elve partic ip a ted  men in this study
ID AaeNO status
1 72 Married
2 73 Married
3 61 Married
4 67 Married
5 56 Single
6 55 Married
7 65 Married
8 65 Married
9 70 Married
10 78 Married
11 80 Married
12 63 Married
MD-=Medical Ooc
Education Occupation Insurance
Graduated
Primary
school
uneducated
Primary
school
Graduated
Primary
school
Primary
school
High school 
MD 
Graduated
Graduated
Primary
school
place of beginning of t>®glinlng
th e°L y
Interview Illness
Lawyer G & P House bone pain 12 10
Tailor G & P House LUTS 5 4
Labourer G Hospital LUTS 5 3
Farm er G Hospital LUTS 6 2
Engineer G&P House Asymptomatic 0 2
Labourer G&P House LUTS 4 3
Labourer G House LUTS 2 1
Office
worker
GP
G & P
G&P
House
private
clinic
LUTS
Asymptomatic
7
0
5
5
T eacher G&P House LUTS 12 2
Lawyer G&P House LUTS 6 3
Farm er G House LUTS 2 1
yre=years, LUTS; lower urinary tract sym ptom s 
The participants were between 55-80 years in age (the mean was 67 years). All 
the participants were literate apart from one. Five participants were graduated from 
university. All of them were covered by the National Health Insurance but eight were 
additionally supported by private health insurance. The majority of interviews were 
carried out at the participants’ houses. This provided an opportunity and freedom for 
the men to discuss their perceptions and experiences in greater depth. Out of twelve 
participants who experienced the illness; nine of the men’s illnesses begun by the 
manifestation of lower urinary tract symptoms and one by low back pain. Two other
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participants had not experienced any symptoms and prostate cancer was diagnosed 
either by routine or screening tests.
B General Practitioners
GPs who were members of the Medical Council of Iran and had medical 
practice authority in Mashhad were eligible to paiticipate in this study. GPs could take 
part in the study if they were practicing medicine either in the private system or health 
network clinics of Mashhad University of Medical Sciences. Through the data 
collection period, 12 GPs were interviewed from private and governmental sectors. 
Outlines of demographic details of this group of the participants have been presented 
in Table 4. 2.
It was attempted to inteiwiew different generations of GPs working in both 
private and governmental systems. The participants were between 32-70 years in age 
(the mean was 45 years). The maximum and minimum periods o f their practicing 
medicine were 7 and 42 yeai's respectively (the mean was 16 years). Out of twelve 
participants, five were practicing in Iranian National and Treatment Network, and the 
same numbers were working in private clinics which were supported and managed by 
physicians. Two of the GPs were practiced in charity clinics which were managed by 
non-physicians and supported by religious non-governmental organizations.
The majority of GPs were male who were keen to be interviewed about the 
early detection of prostate cancer, as they were mostly involved with men seeking 
diagnosis for prostate cancer. However, two female physicians were interviewed, as 
they usually were less involved in the process of prostate cancer detection than male 
physicians. In order to gain their perceptions and experiences the interview were
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conducted with two of them, both in private and governmental health clinics, in the 
areas with a large population.
T able  4 . Gf  4^1 .|lti»  II 1^0 ,#!*lID NO G ender Age S ince yrs 
G raduated
P lace of 
interview
Em ploym ent G eneral view 
on PCS
No:1 M 37 7 clinic Charity negative
No:2 M 41 10 clinic NHTN positive
No:3 M 46 11 clinic NHTN controversial
No:4 M 39 10 clinic NHTN positive
No;5 M 32 7 house NHTN controversial
No:6 M 44 10 house NHTN controversial
No:7 M 67 40 clinic private controversial
No;8 M 39 12 clinic private positive
No:9 F 35 8 clinic Charity controversial
No:10 M 70 42 clinic private negative
No:11 M 52 25 clinic private controversial
No:12 F 37 10 clinic private positive
M: male, F; female, NHTN; National Health & Treatment Network, PCS; Prostate Cancer Screening
4.4. Sampling
According to the methodology of grounded theory, sampling was guided by 
theoretical sampling. As Glaser and Strauss (1967: P.45) have noted “theoretical 
sampling is the process of data collection for generating theory whereby the analyst 
jointly collects, codes, and analyzes his data and decides what data to collect next and 
where to find them, in order to develop his theory as it emerges”. In the initial stage of 
sampling, the method of purposive sampling was used to select those most likely to 
provide sufficient data related to the beliefs about early detection of prostate cancer. 
Constant comparative method of analysis was used throughout the sampling to 
produce categories. The selection of the participants was continued until data 
saturation, i.e. till the time when there was no new data for adding to the categories. 
The data was saturated after interviewing 12 patients and 12 GPs from both private 
and governmental sectors.
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4.5. Recruitment
All subjects were participated in this study voluntarily. The recruitment 
process was involved several steps. In the beginning, an inti'oductory meeting was 
arranged with participants to explain the purpose and method of the study. Then, 
participants received a written information sheet (Appendix 1) about the research 
which had been translated in Persian. They were given an opportunity to study the 
sheet and to ask any related question. If they agreed to participate in the study, after 
signing the informed consent (Appendix 2), they were interviewed at a time and place 
which was convenient to them.
4.6. Data sources
Data were obtained by interviewing with 12 Iranian GPs and also 12 men with 
prostate cancer in Mashhad using an interview guide containing a set of topics related 
to the research questions. Field notes were another source of data that were 
immediately taken after interview and all nonverbal behaviours of participants during 
the interview were included as recommended by (Chenitz & Swanson, 1986). 
Demographic data were obtained at the beginning of interview using a brief 
questionnaire which contained some questions in relation to age, gender, marital 
status, educational background, occupation, insurance status and type of employment. 
Certain occurrences and events in the setting that seemed interested were noted in a 
diary which reminded me o f the events and actions/ interactions in the field and 
triggered my thinldng process. The literature was another source of data which helped 
me to generate more questions and to guide theoretical sampling (Holloway & 
Wheeler 2002).
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4.7. Data collection
Using a semi-structured face to face interview guide (Appendix 3), all subjects 
were interviewed by the investigator. An interview-guide was used to focus on the 
main topics o f the study and to cover all probing points. The interview guide was 
useful to ask similar questions of participants congruent with research questions and 
objectives from all and to manage time of interview. Interviews were carried out face- 
to-face with purposive selected sample. Each interview lasted between 45 to 60 
minutes. Most of the patients were interviewed in their house on their request, but a 
few of them were interviewed in one of the interview rooms of out-patient clinic in 
both hospitals. GPs were interviewed in their clinics in their ftee times, usually before 
or after their consultations.
Participants were encouraged to talk freely about their beliefs, feelings, and 
experiences regarding the early detection of prostate cancer explored through probing 
questions. Based on the process of the interview and the participants’ responses, the 
sequencing of questions was different for each individual. To have an active 
interview, a good relationship with the participants was established. In this respect, I 
tried to establish a relationship of equality and happiness with the participants before 
and during the interview. By active listening to the participants’ perspective and 
giving voice to their concerns I was able to empower them. Through this process, 
fortunately, trust in each other was built up and this helped me to look into the 
unlcnown aspects of the paificipant’s perceptions and experiences. In relation to GPs, I 
encouraged them to elucidate freely their beliefs regarding screening of the disease 
and also to elaborate the process of their decision-making about diagnostic process, 
referral and follow-up procedures.
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To obtain accurate data all interviews were audio taped. This strategy helped 
me to have eye contact with participants and to pay attention to what they are exactly 
expressing. To avoid any disturbance and intenuption during the interview, field- 
notes were made after the interviews. All interviews were conducted in Persian. 
Conducting interviews in Persian was for the reason that common language of the 
researcher/ participant could provide the opportunity for me to immerse himself in the 
actual words used by the participants and this enhanced producing accurate data. In 
addition, it helped me to make decision based on the data as they were being produced 
in the process of data collection through redirecting questions and this could 
strengthen the study and make data collection more efficient (Esposite 2001).
4.8. Transcription & Translation
Transcription o f the interview is an important practical issue. The recorded 
interviews were fully transcribed in Persian. To avoid the transcription enors, all 
interviews were transcribed by the investigator. In this regard, each interview was 
listened several times to understand the actual meaning of the statements which were 
used by the participants and to make sense o f participants’ expressions, based on the 
interview atmosphere. Then the interviews were transcribed word by word and 
sentence by sentence. At the end of transcription process, the transcribed interviews 
were rechecked for accuracy.
The transcribed data were translated from Persian to English by the researcher 
whose native language and education was in the same dialect as the interviewees. This 
manner could minimize inherent threats to the validity of cross-language translation. 
Translation is defined as the transfer o f meanings from a source language to a target
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language. Therefore, the investigator had a role of interpreter of a conversation with 
the participant, considering the individual situation and psychosociocultural context of 
the source language (Esposite 2001). To check the use of an appropriate vocabulary 
and grammatical structure, two translated interviews were validated by two different 
translators who were native Persian speakers and experts in English in Mashhad, Iran, 
as well as native English academics in the UK, Language Centre, University of 
SuiTey. This helped me to validate the translation and to establish the tiustworthiness 
o f this study (Esposite 2001).
4.9. Data analysis
Data were analyzed immediately after each interview using the procedure 
described in GT by Strauss & Corbin (1998). This procedure has three levels 
including open coding, axial coding, and selective coding. Coding was carried out in 
two stages: at first by hand, and then through using MAXqda2 software. The 
MAXqda program helped me to organize the textual data into codes, subcategories 
and categories, and to facilitate management of a large volume of text. It also allowed 
me to develop a hierarchy of codes for nanatives. The investigator read line-by-line 
each interview and identified which statements had meaning related to a particular 
code (a single statement could be coded for multiple categories). Coding was carried 
out through breaking down and conceptualizing of the data. The MAXqda also 
allowed for the development of sub codes under each original code, related to a main 
category discussed by the participants (Charmaz, 2006). Then, the coded segments 
retrieved by the program and used for writing memos on codes and categories.
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In the second stage, based on transformation and reduction of the initial codes, 
the initial categories were identified by the investigator. The major categories were 
discovered by linking all categories to each other with comparing for similarities, 
differences, and connections. In the final stage, the core category was selected to 
formulate a theoretical scheme (Holloway & Wheeler 2002).
4.10. Analytic process
The analytic process of grounded theory, which was concunent with data 
collection, was based on constant comparative method to establish analytic 
distinctions and to compare data at different level of analytic work (Glaser & Strauss 
1967). According to Strauss and Corbin’s coding procedure, the process of analysis 
passes from one phase to another (Strauss & Corbin 1998). These phases could be 
summarized as: 1) categorizing the data by open coding, 2) making connection 
between categories by axial coding and 3) focusing on a core category by selective 
coding.
■ Open coding
Strauss and Corbin defined Open coding as “the analytic process of breaking 
down, examining, comparing, conceptualizing and categorizing data” (Strauss & 
Corbin 1990). Based on this definition, open coding was employed to examine 
participants' transcribed interviews by words, phrases, lines and paragraphs.
Coding in grounded theory is the foundation of data analysis, it is a process of 
defining what a segment of data is about, and naming the actions or events found 
within. To be more flexible in coding process, the following strategies proposed by 
Charmaz (2006), were used: being close to the data, trying to be open minded, making
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relationship between data and research topic and aims, focusing on how the 
participant expresses himself (e.g. idioms) and tacit assumptions such as proverbs, 
ironical sentences or words, examples and comparisons, and finally using simple 
codes.
Thi'ough the open coding process, it was attempted to discover what was 
happened in the data and what was it mean and then to select a proper name for them 
as the initial codes (Strauss & Corbin 1998). The initial coding process resulted in 297 
various codes for men’s interviews and 252 for GPs interview._The initial codes were 
examined to identify their characteristics and compared with other codes within the 
same interview or in different interviews to find similarities and differences. Then, 
similar codes were grouped together, from which initial subcategories emerged 
(Charmaz 2006). As a result, 38 subcategories were derived from the data of men’s 
interview and 34 from GPs interview. Subcategories gave a greater explanatory power 
to the data as analysis continued. Finally, the subcategories were abstracted to three 
major categories for men’s data including 1) making sense of the illness 2) seeking 
help and 3) seeking diagnosis and foui* major categories for GPs’ data including 1) 
observation 2) communication 3) reflection and 4) making decision.
■ Axial coding (Developing paradigm)
In the next step of analytic process, axial coding was carried out in which 
“data were put back together in new ways after open coding, by making connections 
between categories” (Strauss & Corbin 1990, P. 96). This was done by a coding 
paradigm, which is identified as “an analytic tool devised to help analysts integrate 
structure with process” (Strauss & Corbin 1998, P. 123). This paradigm model 
includes casual condition, phenomenon, context, intervening conditions,
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actions/interactions, and consequences. Using this model helped me to linlc 
subcategories to categories, and to understand the phenomenon, systematically.
To provide more clarity, I would give an example of one of the phenomenon 
emerged from men’s data in this study entitled: "Making sense of the illness" which 
was the first major phenomenon that men experienced through the process of prostate 
cancer detection. Urinary symptom was the core and main causal condition led to the 
occunence or development of this phenomenon. Intensity of the illness, which its 
dimensional range could change from mild to sever during the illness progression, 
was the main context in which this phenomenon was occurred. To make sense of the 
illness, there were also some intervening conditions including lack o f knowledge, 
viewing the symptoms as normal aging issues, feeling of being healthy, interference 
of urinary symptoms with social life and also its impact on doing rituals. Denial, self­
therapy and self-monitoring were the actions/interactions taken by the participants in 
response to this phenomenon. Participants' failure in self-therapy resulted in illness 
disclosing as the consequence of this harmonic process.
Using paradigm model, the initial categories emerged from men’s data, for 
instance, were abstracted into three major categories (phenomena) including making 
sense of the illness, seeking help and seeking diagnosis. Each phenomenon has been 
presented in the chapter of findings in a paradigm model.
■ Selective coding
Selective coding is the process of identifying the core category, integrating the 
categories, and bringing process into the analysis (Strauss & Corbin 1998). 
Identifying the core category is the first step in integration, as integration means
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linking categories around a central or core category and refining the resulting 
theoretical formulation. The core category is the concept that all other concepts will 
be related to. It has analytic power and has the ability to explain or convey 
"theoretically" what the research is all about (Strauss & Corbin 2008). To identify the 
core category, I asked of data: "What is that special category that ties together all of 
different categories to create a coherent story about early detection of prostate 
cancer"? In other words, an attempt was made to choose the category that appeared to 
have the greatest explanatory relevance and highest potential for linking all of the 
other categories together among the many categories developed over the course of the 
study. However, I thought that none of the categories had the aforementioned criterion 
and felt another abstract phrase as core category, a conceptual idea under which all 
the other categories could be considered. The core category of men and GPs data was 
defined as “seeking to know the illness” and “interacting to assess the risk of prostate 
cancer”, respectively.
Process is ongoing action/ interaction taken in response to situation, often with 
the purpose of reaching a goal or handling a problem. The actions/ interactions occur 
over time, involve different sequences of different activities and have a sense of 
purpose and continuity. Process is often described in developmental stages, hnplying 
a progressive nature to it (Corbin & Strauss 2008). When I analyzed for process I 
asked of data the following questions: What is going on here? What are the problems 
or situations as defined by participants? How are participants responding to these 
through actions/interactions? What conditions connect one sequence of events to 
another? How do the consequences of one set o f actions/interactions play into the next 
sequence of action/ interactions?
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Using the aforementioned process analysis, I could illustrate a continuous 
social process in the detection of prostate cancer from men and GP’s perspective. For 
men, the process were presented as a three-stage detection process which was started 
off from making sense of the illness, continued by seeking help and terminated with 
seeldng a diagnosis for the detection of prostate cancer. However, it was difficult to 
determine where one period ends and the other begins. Through the process of 
prostate cancer detection, men’s perception gradually transformed from an individual 
issue to a social and medical concern. For GPs, developing process analysis, I could 
offer an integration of multiple experiences of detection process including 1) 
observation 2) communication 3) reflection and 4) making decision. The detection 
process did not occur just as a biologic phenomenon. Instead, it was influenced by a 
combination of psychological and socio-cultural conditions and constructions which 
surrounded the detection process.
Two categories of "seeking to know the illness" and "interacting to assess the 
risk of prostate cancer" emerged fiom men and GPs’ data were recognized as the 
basic social processes in the study, as they occurred over time throughout the process. 
The integration of these two main categories was resulted in informed decision­
making in the process of prostate cancer detection.
4.11. Rigour
Rigour in qualitative research refers to integrity and competence (Holloway & 
Wheeler 2002). It has three components including credibility, auditability, and 
fittingness (Chiovitti & Piran 2003). Ensuring rigour in GT is not only based on 
evaluation of detailed transcript which is used for collecting, coding, analyzing, and
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presenting data, but also depends on the theory generated from the data (Glaser & 
Strauss 1967).
Credibility includes activities that increase the probability that credible 
findings will be produced (Lincoln & Guba 1985). In order to ensure credibility and 
trustworthiness o f the findings in this study, the participants guided the research 
process. Although in this study it was not possible to use participants’ own language 
in the theoretical schemes, the use of two different professional translators (from 
Persian to English) and review of translated interviews by me to minimize potential 
mistranslations (Esposite 2001). To maintain credibility and fittingness o f the study 
representativeness of data was checked Sandelowski (1986). For this reason, three 
transcribed interviews were given to the participants to see whether the participants 
recognize the data to be true to their experiences (Holloway & Wheeler 2002; 
Streubert-Speziale & Carpenter 2003). The other issues discussed by Sandelowski 
(1986) for credibility was considered in this study including explanation of how the 
data processed through the process of analysis and also incorporating examples of 
diagrams, memos and the actual placement of data into categories. In addition, the 
process of coding, categorizing, writing memos and diagramming were overseen by 
the supervisors who were expert in qualitative research.
Auditability or confirmability refers to a recording of research activities over 
time that another individual can follow, that is, they follow the path o f the researcher 
and the way he or she arrived at the codes, categories and interpretations (Holloway & 
Wheeler 2002; Streubert-Speziale & Carpenter 2003). To achieve this goal, it was 
clarified how I got interested in the topic, what was the aim of the study, how and
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why participants in this study were selected, how the data were collected, and what 
was the nature of the setting in which data collected (Sandlowski 1986).
Fittingness, also defined as transferability, means that the research findings in 
one context can be transferred to similar situations or has meaning to similar 
participants (Chiovitti & Piran 2003; Holloway & Wheeler 2002). In this study, socio­
demographic data of GPs and men with prostate cancer and also the characteristic of 
study setting were identified to help the reader compare this population and setting 
with those identified in other studies. Moreover, the similarities between the findings 
of this study and relevant literature to each category were demonstrated.
4.12. Ethical considerations
Approval to conduct both phases of this study was sought from the Iranian 
National Ethics Committee, Ministry of Health and Medical Education (Appendix 5) 
and also from the Research Ethics Committee, University of Surrey (Appendix 6). 
The participants were not exposed to any clinical risk and hazard such as 
interventions in diagnostic or therapeutic procedures. All participants in this study 
received verbal and a written information sheet (Appendix 1) about the purpose of the 
study and were asked to complete a consent form (Appendix 2).
In the first phase of the study, if  clinical issues occurred during the interview, 
referral to counseling sections or participants’ GPs was undertaken. Following 
completing consent form, interview was recorded. All participants were assured that 
their information will be confidential and will be used anonymously. All information 
of participants, such as tapes recorded was stored in a locked area at the University of 
Surrey and was saved until the end of the project.
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Chapter 5: Findings from qualitative study
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Introduction
In this chapter, the findings of qualitative phase of study are presented in two 
parts. In Part 1, attempt was made to discuss Iranian men’s perceptions and 
experiences about early detection of prostate cancer. The findings of the study 
illustrated a continuous social process in the detection of prostate cancer, which started 
off from maldng sense of the illness, continued by seeldng help and terminated with 
seeldng a diagnosis for the detection of prostate cancer.
In Part 2, findings emerged from the analysis of Iranian general practitioners’ 
interviews in relation to the detection process of prostate cancer is presented. Tlirough 
analysis the concepts concerned to different aspects of the early detection of prostate 
cancer were emerged. Following categorization of the emerged concepts, four major 
categories (phenomena) were developed including 1) observation 2) communication 3) 
reflection, and 4) maldng decision. These phenomena developed over time and 
resulted in '‘referring” which was the consequence of this process. At the end o f each 
part a summary of findings is presented.
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Part 1:
5.1. Men’s perceptions and experiences
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5.1.1. An overview of men's emerged categories
Figure 5.1: Men’s perception and experiences in the process of prostate cancer detection
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Making sense of the illness was the first major phenomenon that paificipants 
experienced through the process of prostate cancer detection (Figure 5.1). It refers to 
the physical and emotional reactions of the participants when they encountered 
initially to the illness. Urinary symptom was the core and main causal condition led to 
the occunence or development of the making sense of the illness phenomenon. 
Intensity o f the illness, which its dimensional range could change from mild to severe 
during the illness progression, was the main context in which this phenomenon was 
formed. To make sense of the illness, there were also some intervening conditions, 
which could act as either trigger or barrier in relation to the action/ interaction 
strategies taken within the context of the phenomenon. Interference of urinary 
symptoms with social life and its impact on doing rituals were intervening conditions 
which was triggers to make sense of the illness. In contrast to the triggers, there were 
some baiTiers. One of the most important barriers was lack of Imowledge. Other 
barriers to make sense of the illness, included viewing the symptoms as normal aging 
issues and a temporary problem, and feeling of being healthy.
Action/interactions taken by the participants in response to the first 
phenomenon resulted in disclosing the illness. In other words, the outcome (disclosing 
the illness) was formed by interaction between the conditions (causal, intervening and 
contextual conditions) which affected the phenomenon and the actions/interactions, 
which were taken to handle the phenomenon. From this harmonic process, disclosing 
emerged as its consequence.
The seeking help was the second phenomenon, which was experienced by the 
participants through the process of illness detection (Figure 5.1). It is noteworthy that 
disclosing, which was the outcome of the first phenomenon, itself, became the main
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causal condition for the seeking help phenomenon. The data illustrated that the 
disclosing often happened because of failure in self-therapy or progress of the illness 
intensity. In this stage, participants believed that external help is needed, but their 
eventual contact with helpers or helping agencies were different. The results of this 
study showed that seeking help was an active process for majority of the participants. 
Starting of this process was indirect and the extent of this phenomenon depended on 
their knowledge. Therefore, knowledge about the illness was identified as the context 
of the seeking help with a dimensional range of low to high. Through the experience of 
the illness, the participants gained their knowledge in a complex process.
Like the first phenomenon, different triggers and/or barriers influenced this 
phenomenon and affected the action/interactions strategies. The main triggers for 
seeldng help were gaining informed awareness, the role of wife and other family 
members and professional referral systems. Using lay referral systems and lack of 
support were the main banders in the process of seeking help.
Through the seeking help phenomenon, interaction between different 
intervening conditions and context resulted in at least two major actions/ interactions 
including using herbal medicine and seeking medical care. Due to failure in using 
herbal medicine and/or its impact of the symptoms, the participants sought medical 
help. In this process they realized that their ill health issue was a prostatic disorder 
rather than just urinary dysfunction. Therefore, action/interactions taken by the 
participants in response to the second phenomenon resulted in understanding prostatic 
disorder.
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The seeking diagnosis was the third phenomenon, which was experienced by 
the participants through the process o f illness detection (Figure 5.1). Understanding 
prostate disorder, which was the outcome of the first phenomenon, itself, became the 
main causal condition for the seeking diagnosis phenomenon.
Like the two former phenomena, there were many different casual, intervening, 
and contextual conditions, which influenced the phenomenon of seeking diagnosis. 
From the participants’ point of view, the most important conditions, which encouraged 
them to contribute in the process of seeking diagnosis, were stress and anxiety from 
labeling the illness as a prostate problem not as a urinary problem plus progression of 
the illness, failure in herbal therapy, insisting of their families to follow the diagnosis 
and possibility of malignancy
From the participants’ perspective, in addition to the biological suspected 
problems, there were some psychosocial issues that could influence the phenomenon 
of seeking diagnosis. Similar to the previous phenomena, these factors can facilitate or 
impede the participants' views to make an appropriate decision. The main triggers for 
seeldng diagnosis were support of family, support of trusted physician and belief about 
the controllability of the illness. Masculinity with its social, sexual, and physical 
aspects, embarrassment about digital rectal examination, fear of biopsy and fear of 
cancer diagnosis were the main barriers in the process of seeking diagnosis.
Through the seeking diagnosis phenomenon, interaction between different 
intervening conditions resulted in two major actions/ interactions including struggling 
for diagnosis, relinquishing final decision to trusted physician and sacrificing.
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Actions/interactions taken by the participants through the seeking diagnosis 
phenomenon resulted in confirming prostate cancer, which intensely influenced men’s 
view in this stage. Accepting of illness as a cancer was easier for participants who had 
richer information in relation to their illness.
Through the detection process, “seeking to know the illness” was the core 
category, which emerged from the data of men’s interviews. This core category was 
the main concept that all other categories were related to. More detail of this category 
is discussed in the conclusion chapter.
To better understand the major categories, an attempt was made to present 
more details of them and their intervening conditions along with samples of quotes 
expressed by men through the process of prostate cancer diagnosis.
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5.1.2. Making sense of the illness
This category was the first major category, which the participants experienced 
through the detection process (Figure 5.2). Making sense of the illness refers to the 
emotional and physical reactions of the participants when they encountered initially to 
the illness. In reality, there was an interaction between wellness and the initiation of 
the illness.
Figure 5.2: making sense o f  the illness and its categories and subcategories
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This major category was influenced by different conditions. In grounded 
theory, conditions “are sets of events or happenings pertaining to a phenomenon” 
(Strauss & Corbin, 1998, P; 130). They may be shifted and changed through the 
process of the phenomenon. Because of the variety of conditions and their interactions 
to each other, it was tried to classify them into three groups including causal, 
intervening, and contextual conditions to be able to sort out the complex relationships 
between them and also their impact on the phenomenon of making sense of the illness.
5.L2.1. Urinary symptoms
Urinary symptoms, was the core and main causal condition which led to the 
occurrence or development of the making sense of the illness phenomenon. The 
majority of the participants indicated that urinary problems helped them to sense the 
illness. But, three of the participants exposed to the illness through deviant causal 
conditions including lower back pain (due to metastatic symptoms), chance 
(understanding having prostate problem by routine tests), and self assessment 
(discovering a high PSA test during routine check up).
Out of the twelve participants, nine participants recognized their illness by the 
appearance of urinary problems. Urinary problems included a wide spectrum of 
symptoms flom an acute urinary problem like retention to a chronic symptom such as 
weak or interrupted flow of urine. Some of the participants experienced the illness by 
acute urinary retention: “I suddenly fe lt that I  need to go to rest room but it (urine) didn't come” 
(M. 6) or having difficulty in holding back urine or starting urination:
"‘Around three years ago, my illness started suddenly. I  went to toilet more than usual. It came 
very slowly and so I  had to force to pass my urine (M. 4) ”.
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However, some of the participants stated that their urinary problems 
developed intermittently. In other word, they did not happen regularly but built up over 
a long period of time. One of the participants told his story in this regard:
“My stoiy started from 7 years ago, when we went to Tehran with my family in my son's car. 
Suddenly, I  fe lt that I  needed toilet. He (his son) stopped and I  tried, but a few  drops came out. 
Just after a few  kilometers, it was started again. It happened many times until we got to Semnan 
(A city between Tehran and Mashhad) and I  went to a clinic. Using catheter, it was drained. 
Nevertheless, the problem didn't happen fo r  two years. I  forgot it until it happened again, so I 
thought it is a temporary difficulty and will disappear soon. However, it continued and turned 
from bad to worse'' (M. 8).
5,L2,2. Deviant causes of sensing the illness 
o  Lower back pain
Some of the participants made sense of the illness by unusual causal 
conditions. For example, one of them did not have any urinary problem. He understood 
that he became ill by sense of severe low back pain. This meaning is evident in the 
following statement:
“I  think the start o f the story comes back to the time when my daughter and I wanted to go to 
Tehran. I  picked up her suitcase using one hand to put it on the train. When the train started to 
depart, I  fe lt my back was twisted. I  fe lt a pain in my back. I  thought that all pain that I had in my 
pelvis and my back was something to do with lifting the suitcase” (M. I).
o  High prostate specific antigen test
Conversely, two participants experienced the illness without any symptoms, 
neither urinary problems nor bone pain. In this group, a high prostate specific antigen 
was an important index for beginning to make sense of the illness. It was discovered 
just accidentally for one of them who suffered from diabetes and arthritis and was 
seeking relief for his pain. However, through the clinical examinations and routine
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laboratory tests, his physician realized that his prostate specific antigen was very high. 
Then, he was referred to an urologist for more assessment. He elaborated:
‘7 think that for me it was a special situation. About two years ago, I  got diabetes and routinely I  
checked my blood sugar. Then I  started having articular pain and it was recurrent..., after three 
months it became worse. Therefore, I  went to visit a general practitioner. After 7 to 8 months 
clinical examination and doing routine tests fo r diagnosis o f  my articular pain, he said to me 
“your PSA is high and you may have got a prostate problem as w ell”. So he referred me to an 
urologist” (M. 5).
The belief that prostate specific antigen is a good index became the beginning 
of a tragic story for a healthy man who was a general practitioner. He decided to rule 
out prostate cancer by this test without having any related symptoms. However, he 
confronted with a high prostate specific antigen and he made sense o f the illness, 
incredibly. In this regard, he indicated:
“When I was 65 years old, I  studied a paper in Today Medicine Journal about the prostate 
specific antigen test and I  understood that it is a very good index fo r prostate cancer screening. 
At that time I  didn’t have any symptoms, so I  said to my self, it is better to have a prostate 
specific antigen test. Unfortunately, it was high, 26 pg/L. In such a way, my unwanted illness was 
started” (M. 9).
The above causal conditions were the first part of the illness puzzle. However, 
their properties such as intensity and pain had an important role to form the next 
complementary part of this puzzle.
5,1.2.3. Impact o f the illness
Intensity and pain of the illness were the main contexts in which the 
phenomenon of maldng sense o f the illness was formed and both were the important 
factors, which affected men’s illness perception. During the illness progression, their 
dimensional range changed from mild to severe. These dimensions influenced
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selection of the different actions/interactions strategies. With regard to the intensity, 
one of the participants pointed out:
'7 tolerated my illness for 3 years. After that, I  couldn’t tolerate anymore, because I  was not able 
to control my urine. The intensity o f  my illness changed my mind and I  tried to know more about 
my illness” (M. 11).
Pain was another context in which making sense of the illness was occurred. 
One of the participants complained of the acute urinary retention and painful urination. 
The following extract shows a man’s pain:
‘7 was a healthy man and as a labourer I  lived with my arms’ power (proverb; it means that he 
was healthy and worked by himself without need to anybody else). Suddenly, I  got urinaty 
retention and painful urination. As a man, I  never cried before but I  cried because o f this pain, it 
was horrible” (M, 3).
To make sense of the illness, there were some intervening conditions, which 
could act as either a trigger or a barrier regarding action/interaction strategies taken 
within the context of the phenomenon. Interference with social life, ritual {e.g. Hajj), 
and death of colleagues were the most important intervening conditions, which acted 
as triggers for making sense o f the illness. Lack of knowledge, normal aspects of 
aging, viewing illness as a temporary issue, and feeling of being healthy were the 
intervening conditions, which acted as barriers.
5.L2.4. Interference with social life
Interference with social life was a social intervening condition. In the Islamic 
culture, getting urinary problem was a socially troublesome event for the majority of 
the participants. They needed to be clean for daily prayers. Therefore, they were not 
able to have group prayer in the mosque. Moreover, there was a social limitation to
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attend familial or social ceremonies. This meaning is evident in the following 
statement:
“It was a dirty illness. I  was in a big trouble when my illness begun. You know, I  couldn’t go to 
mosque and especially the holy shrine o f  Emam Reza. I  worked there as a volunteer one day per 
week. However, it put me in hard circumstances in my social life” (M, 6).
Ritual was another religious intervening condition, which refers to some of the 
Islamic religious ceremonies such as performing Hajj. Hajji (a pilgrim to Mecca) 
should be Tahir (clean) during the performance of Hajj by having Wodu (statutory 
ablution according to Islamic Shariah) before Salat (prayer) and also his body and 
dress should not be polluted with Najasah (dirty stuff). Urine is one of the Najasahs. 
Urination is one of the things, which make Wodu invalid. Having urinary problems 
such as urinary frequency or urinary dribbling, made performing Hajj very difficult for 
the men in this study. Therefore, they tried to treat this problem before going to Hajj. 
In this regard, one of the participants indicated:
“I registered for Hajj many years ago. At the meantime, I got urinaiy problem. However, by this 
problem, I thought it is difficult to go to Hajj. Therefore, I  tried to solve this problem as soon as 
possible” (M, 2).
Death of the colleagues because of prostate cancer was another intervening 
condition, which acted as a trigger. This factor had a great influence on the 
participants’ perception to make sense of the illness. This concept is evident in the 
following statements:
“Seven years ago, one o f  my colleagues who was my close friend died o f  prostate cancer in a 
short time. You know, his cancer started by metastatic symptoms (bone pain). It was a depressing 
event for me. I ’m pretty private person when Ifaced with strong emotions; I  said to myself: “look 
he was a healthy man without any urinary problem. How can this be happening to me, why not 
try to control the illness earlier? ” (M. 9).
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In contrast to the triggers, there were some barriers, which interfered with the 
process of the early detection of prostate cancer. As it was mentioned already, some of 
the most important barriers to make sense of illness included lack of knowledge, 
normal aging issues, temporary problems, and feeling of being healthy.
5.1,2.5. Lack of knowledge
The findings o f the study showed that loiowledge about the illness was poor 
among the participants. They did not know what the cause of their illness was and how 
they could control it. In addition, they were unable to answer many other questions 
about the illness. Most of them said that they had never heard anything about the 
prostate gland and some of them did not still know where the prostate gland was 
located in the body. This meaning has been pointed out in the following extract:
“Actually I  didn’t know anything about prostate. Well, physicians ju st know but lay people 
actually, em... they don’t know. For example, I  didn't know where the prostate is. I  didn't know 
what the relationship between my illness and my testicles are” (M.2).
Some of the urinary symptoms, such as having difficulty in starting urination or 
inteiTupted flow of urine, perceived unimportant or as a normal aspect o f ageing and 
therefore were disregarded medically: “/  didn’t think that it was something serious. I  thought it 
might be because o f  flu or something related to my old age” (M. 7). Due to the lack of knowledge 
and information about the illness, some of the participants took their illness, lightly. 
They thought that their illness was not an important or serious problem: “I didn’t consider 
it serious. I  just thought that it was nothing important” (M. 8). Some participants thought that it 
could be a temporary dysfunction: ‘7 thought it was a simple dysfunction and temporary issue 
and may go awcy by itse lf’ (M. 2)
127
Dr. A li Taghipour Chapter 5; Qualitative findings
5.1.2.6. Feeling of being healthy
Feeling of being healthy refers to a general feeling of being right and confident 
as a healthy man and being able to do all the things ones would like to. The majority of 
participants imagined themselves powerful and healthy and liked to be always seen as 
strong in the society. Having a masculine perspective, they usually didn’t like to be 
viewed as people who need help or to be considered weak. This concept is evident in 
the following statement:
“I  was strong and a sportsman and I  hadn Y experienced any problem or symptoms " (M. 9). “I 
was very strong andfit. I ’d  newer visited a doctor for health care before” (M. 6).
Based on this feeling, they thought that they were not only strong but also 
could keep themselves healthy and fit throughout their whole life. The following 
extract shows this feeling:
“I  thought that I  would always be healthy. I  never experienced urinary dysfunction and I ’d  never 
expected this problem. I  didn Y really understand how my illness was started” (M. 6).
Through the experience of the initial symptoms of the illness, the participants 
attempted to manage and handle the illness by choosing hiding strategy: “I  thought that 
i t ’s not too important and it will be OK spontaneously and hid it from my fam ily” (M. 4). The hiding 
means to keep the illness symptoms secret from family and/or friends. Adopting this 
strategy, the participants took different actions/interactions including denial, self­
therapy and self-monitoring o f the illness to manage the illness. This strategy often led 
to delay in seeking appropriate help and decision-maldng, as well.
5.1.2.7. Symptoms management
Denial refers to refusal to accept that the illness has developed. Some of the 
participants for the reason that they thought their illness was not an important issue
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were reluctant to accept their illness. Some of the paiticipants with respect to this issue 
indicated:
“I had not any information about my illness. I didn Y consider it serious. Therefore, when it was 
started I  didn Y like to accept my illness ” (M. 3).
Self-monitoring was a tactic, which was used by some of the participants. They 
observed their symptoms and checked progress or regression of the illness. The 
intensity of the illness influenced this strategy. In this regard, one of the participants 
reflected:
“I am a sensitive person. When V d got retention for the first time, I  tried to monitor and to follow  
this urinary problem myself. I  Hied to drink less water and tea. After a few  months, I  understood 
that it become worse and needed more attention ” (M, 8).
Self-therapy was another approach used by some of the participants to control 
the illness. They used this method based on their previous loiowledge and experiences 
and also their particular beliefs and tried to keep it covert. It is evident in the following 
statement:
“Basically, I  was a good-tempered man without any trouble fo r my wife or my children. You 
know, I  always remember this poet from my primary school: "I wish that if  I ’m not a flower, try 
not to be a thorn and if  I  can’t help other people, tiy  not to be trouble fo r them". This was my 
symbol to follow. So, when I got minaiy problem, I  attempted not to pressurize my family and 
tried to sort it out m yself’ (M, 8).
Action/interactions taken by the participants in response to the first 
phenomenon resulted in the illness disclosing. In other words, the outcome (disclosing 
the illness) was formed by interaction between the conditions, which affected the 
phenomenon, and the actions/interactions that were taken as strategies to handle the 
phenomenon. Through this process, gradually the illness transformed from an 
individual issue to a familial and/or social concern.
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This phenomenon with all its conditions and action/interactions elaborated that 
the first stage of the process of illness detection could be making sense of the illness as 
a continued, progressive, and serious situation. From this harmonic process, disclosing 
emerged as its consequence. Nevertheless, the main challenge of this phenomenon was 
the time of disclosing and period of its process, which was different for individuals.
5.1.2.8. Conclusion
Making sense of the illness was the first major phenomenon that participants 
experienced through the process of prostate cancer detection. It refers to the physical 
and emotional reactions of the participants when they encountered initially to the 
illness. Urinary symptom was the core and main causal condition led to the occurrence 
or development of the making sense of the illness phenomenon. Intensity o f the illness, 
which its dimensional range could change from mild to severe during the illness 
progression, was the main context in which this phenomenon was formed. To make 
sense of the illness, there were also some intervening conditions, which could act as 
either trigger or barrier in relation to the action/ interaction strategies taken within the 
context of the phenomenon. Interference o f urinary symptoms with social life and also 
its impact on doing rituals were intervening conditions, which was triggers to make 
sense of the illness. In contrast to the tiiggers, there were some barriers. One of the 
most important barriers was lack of knowledge. Other barriers to make sense of the 
illness included viewing the symptoms as normal aging issues and a temporary 
problem, and also feeling of being healthy.
Action/interactions taken by the participants in response to the first 
phenomenon resulted in the illness disclosing. In other words, the outcome (disclosing 
the illness) was formed by interaction between the conditions (causal, intervening and
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contextual conditions) which affected the phenomenon and the actions/interactions, 
which were taken to handle the phenomenon. From this harmonic process, disclosing 
emerged as its consequence. This process resulted to shape a new phenomenon which 
was named seeking help
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5.1.3. Seeking help
The seeking help refers to the second phenomenon, which was experienced by 
the participants through the process of illness detection (Figure 5.3). After making 
sense of the illness, the majority of the participants believed that external help is 
needed, but their eventual contact with helpers or helping agencies were different. The 
results of this study showed that seeking help was an active process for majority of the 
participants. Starting of this process was indirect and the extent of this phenomenon 
was depended on their knowledge. Therefore, knowledge about the illness was 
identified as the context of the seeking help with a dimensional range of low to high.
Figure 5.3: Phenomenon 2; Seeking help and its categories and subcategories
C onditions
C asu al in terven in g C on text
D isclosing
Triggers Barriers Property Dimension
- Role of Wife- Role of other family members
- lay referral system- professional referral system
- Inefficiency of health system
Knowledge Low— High
S eek in g  help
(2"*^  phenomenon)
Action/interactions
Herbal medicationf Seeking medical help
Being Informed by
family D octor 
G en era l p ractitioner 
H ealth  p ro fessio n a l kin
Prostate problem
(labelling the illness)
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Like the first phenomenon, different triggers and/or baiTiers influenced this 
phenomenon and affected the action/interactions strategies. The main trigger and 
barrier were the role o f the wife and lay friends, respectively.
Depending on the effects of the intervening conditions and context of this 
phenomenon, there was a challenge between two basic strategies including traditional 
customs and modern medical approach for seeking help. In this regard, the majority of 
the participants experienced herbal care instead of and /or along with being infoimed 
about modem medical approaches by family doctor, general practitioner, and/or health 
professional kin. These actions and interactions resulted in labelling the illness, which 
was the consequence of this phenomenon.
5A.3.1. Disclosing the illness
It is noteworthy that disclosing, which was the outcome of the first 
phenomenon, itself, became the main causal condition for the seeking help 
phenomenon. The data illustrated that the disclosing often happened because of failure 
in self-therapy or progress of the illness intensity. Moreover, the finding of this study 
showed that the initial approach by men for seeking help was likely indirect. The 
participants often tended to view their spouses and/or friends as a primary source for 
help. It is notable that when the paiticipants sought help fiom health system, they were 
often focused on urinary symptoms. They less likely disclosed the psychosocial 
aspects of their illness. One of the participants elaborated on how he did decide to 
disclose his illness and to seek help:
“I  got retention a long time ago and tried to manage it myself. It happened many times. 
Fortunately, my management was often successful and for a few  months, I  didn’t have any 
problem. However, later it came back while it had been worse. I  got worried and felt that it is 
more serious than what I imagined and I  thought it needs more attention. Therefore, I  decided to
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see a general practitioner who was my old friend and to talk with him about my urinary 
problem ” (M. 8)
5.L3.2, Knowledge
Knowledge was the context in which the second phenomenon was occurred. 
The loiowledge is defined as “the information, understanding and skills that somebody 
gains through education or experience” (Oxford Dictionary, 2005). Analysis of data 
showed that the participants’ information ahout their illness was different to each 
other. Initially, their knowledge about the illness, especially care and control o f the 
illness was very low. Nevertheless, through experience of the illness, participants 
gradually gained more information from different souices such as family, especially 
their wives, friends who had the same illness or health professionals. Moreover, with 
the passage of time and being involved with more investigation, their knowledge 
transformed from lay information to an informed awareness. This changing of the 
knowledge dimension helped them to seek the appropriate approaches and to make 
better management of the illness.
When they understood that there is a relationship between their symptoms and 
the prostate gland, their mind changed towaids seeking deeper knowledge about the 
illness, instead of superficial information. Therefore, they attempted to pay more 
attention to the illness:
'When I  understood the source o f  the illness, I  attempted to follow it 
through getting more Icnowledge ” (M.IO).
5,1.3.3, Role o f wife
Within this phenomenon, the wife had an important role in the help-seeking 
process, for this reason deemed as a trigger. Understanding the illness, its nature, its
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progress and its cause made a great change in the participants’ knowledge and helped 
them for a better management of the illness. This understanding was mainly due to the 
help and support of their wives. They had an important role to handle the illness and to 
seek appropriate help. Wives were very active and sensitive in the process of their 
husbands’ illness. They monitored their husbands’ behaviours and tried to understand 
their problems. They had an important role in changing their husbands' mind about 
knowing more about the illness and seeking or taking an appropriate decision. The 
following statement shows this reality:
“After several months o f having urinary problem, I  didn’t take it serious and 1 thought it's a 
temporary issue. However, later when my wife realized my problem, she sought advice from a 
health professional and explained clearly for me. So, at that time I  understood... Oh! I  need to be 
serious” (M. 12).
In addition, the participants’ wives had an important role in the management of 
symptoms. Through the process of their diagnosis, they always accompanied their 
husbands, from the time of being concerned about the symptoms to the time, they went 
to out patient clinics and hospitals to seek medical help. In this regard, one o f the 
participants elaborated:
“I tried to hide my problem from my wife. However, finally, she understood. She called our 
family physician and took an appointment. At that time, I  was feeling veiy bad. Therefore, she 
explained the whole stoiy to the doctor. He (doctor) referred us to a specialist” (M, 6).
5,13,4, Role o f other family members
In Iranian society, the family is still a very important social unit. Regarding the 
socio-cultural background, parents have a special role in the Iranian family. Therefore, 
all the family members try to have respect for each other. For example, if  they have 
any health problem, their children try to help them. In case of urinary problems, after 
the wife, participants' sons, and/or son-in-laws were the first people, who were chosen
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for disclosing of the illness by the participants. Hence, role of family members also 
was a trigger in the process of seeking help. This meaning is evident in the following 
statement:
*7 had urinary problem for several years. You know, 1 had difficulty in passing urine. 
Unfortunately, my self-therapy was not successful. Therefore, due to a veiy close relationship 
with my older son-in-law, I  explained my problem fo r him and he supported me during that hard 
time” (M, 4).
Availability of some facility for counselling varied for the participant. 
Dependent on tlie social status, there were different sources of seeking help. Due to 
job, or social relationships, some of the family members’ of the participants were able 
to become the main source of counseling for seeking help. With regard to this point, 
one of the participants pointed out:
“After 3 months, I  decided to tell my problem to my older son, because he worked in a hospital 
for a few  years. So, he had a very good relationship with doctors and nurses and I  thought he 
could help m e” (M, 2).
5,1.3,5. Referral systems
There were two refeiTal systems including professional and lay referral 
systems. The former acted as a trigger and the latter as a barrier for the process of 
seeking help. One of the most impoii:ant sources of the professional help was 
participants' trusted physicians. These physicians could be a general practitioner, or 
specialist. They were trusted counselors from the participants’ perspective and gave 
them more information about different aspects of the illness such as the nature o f the 
illness, its progress, its management and also referring them to an expert uiologist. One 
of the participants stated:
“I  tolerated my illness fo r three years. After that, I  couldn % because I  wasn’t able to control my 
urine. The severity o f  my illness changed my mind and I tried to know more. I  went to a general
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clinic. A general practitioner gave me more detail about my illness and referred me to an
urologist” (M. 11).
The success of the professional referral system depended either on the technical 
communication skills or on the nature of social relationship between patient and doctor 
(Scambler, 2003). Due to the unsatisfactory contacts with specialists, some o f the 
participants preferred to go back to their trusted general practitioner for gaining more 
information about their illness. It is obvious in the following extract:
“I  understood that my illness becomes worse and I  needed to talk to somebody who I could trust 
him, because my specialist was so busy and he just said me: "you need to go to Tehran fo r  biopsy 
o f prostate". However, I  wanted to know why I  should go to Tehran and do biopsy. Therefore, I  
decided to see a general practitioner whom 1 knew well” (M, 8).
The second refen'al system, which acted as barrier, was lay referral system,
which could be identified as a non-systematic non-professional referral system.
Regarding the lay referral system, the participants refeiTcd to friends or family who 
had experienced the same urinary problems. Therefore, before or through seeking 
professional medical help, the participants or their family attempted to gain more 
details about different aspects of the illness from their friends, especially about the 
illness, its consequences, and patients' quality of life. Despite a positive and 
encouraging role of the wives to follow for diagnosis of the illness, the friends often 
provoked them into delaying the detection or treatment of the illness. The following 
statement reveals this concept:
“I ’d  got urinary problems for several months. I  saw that i t ’s not tolerable. Therefore, I  decided 
to see my friend who had the same illness. He said to m e” don’t woriy; you can treat it by herbal 
medicine”. He emphasized “don’t have any operation on your... you would be in a big trouble 
then” (M. 3).
In the lay referral system, their friends informed the participants about the 
social, sexual, and emotional consequences of the illness. The majority of these friends
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experienced the same illness. Nevertheless, having a low awareness of prostate cancer 
sometime resulted in refusal of seeking professional help for a long time. In this 
regard, one of the participants elaborated:
“Well, one o f my friends had got the same illness and he was operated, but he got two problems, 
urinary incontinence and sexual inability. This was an important experience, you know. So, I  
preferred to avoid treatment fo r a long time” (M. 10).
5.1.3,6, Lack o f support
Regarding the professional referral system, there was not enough support in 
Iranian health systems for the early detection of prostate cancer in both private and 
governmental health care systems. Participants in this study expressed their 
experiences of not receiving good enough support in terms of informational and 
financial support. With respect to the former, they expected health professionals to 
answer their questions and to give necessary information ahout their illness 
particularly in relation to diagnostic and treatment procedures. However, they did not 
find somebody to support them to gain informed awareness. As a result, they felt that 
they lost their time and their life:
“You know, I  didn’t know my illness and I  had so many questions. Therefore, actually, I  wasn’t 
able to find appropriate answers. People need to know about the illness’s symptoms, prevention, 
diagnosis and therapy procedures. Therefore, there wasn’t anybody to guide me in a right way. 
Therefore, I  wasted my time, my life. This was not just my responsibility” (M.2).
In relation to the latter, i.e. financial support participant, also criticize health 
system and health insurance organizations as well as doctors:
“The health system did nothing for me, everybody was looking for his own benefit, doctors and 
health systems were looking for money. You know, due to the lack o f insurance support, I  had to 
sell my house to be able to pay my treatment expenses, everything was just ready for the wealthy 
group, you know" (M. 5).
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It seems that lack of a systematic referral approach contributed to the reason 
why the participants were viewed as reluctant to seek help and why they used this 
system less often.
Through the seeldng help, interaction between different intervening conditions 
and context resulted in at least two major actions including using herbal medicine and 
seeking medical care.
5,13,7. Using herbal medication
There was a significant positive attitude towards the using herbal medicine 
among the participants. The older generation, which included most of the participants 
in this study, has a strong belief on the tr aditional medicine. This method has it roots in 
Iranian society for many centuries. Being an herbalist is an inherited job in Iranian 
society and most of the products, which they have, are gained from raw dried herbs. 
Because of easy accessibility, low cost, and safety, the majority of participants 
preferred to use herbal medicine before experienced any modern medical approaches. 
In this regard, some of the participants, especially those who did not have acute 
symptoms such as retention, sought management of the illness by using herbal 
medicine. This meaning is evident in the following statements:
“At first, I  thought it (urinary dysfunction) wasn’t an important issue. I  had a friend who was a 
very expert herbalist and we called him doctor. I  went to his herb shop and told my stoiy. He 
gave me some herbal powder with especial order. I  took it and it was useful for a few  months ”
Considering the lack of loiowledge about the illness and easy access to herbal 
medicine, some of the participants used this approach for a long time. The findings 
illustrated that using herbal medicine often led to delay in seeking medical help. In tliis 
regard, one of the participants indicated:
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‘7 explained my urinary problem to my friend. He told me; ” don't woriy I had the same problem 
and I  sort it out by using herbs ”. He referred me to a famous herbalist. He gave me some powder 
and it was usefid. I  took it fo r several times. But, after one year my illness became worse and I  
understood my illness was different from my friend’s and I  couldn’t cure it by just herbal 
medicine” (M. 3).
By experiencing the failure in herbal medicine to cover their problem or due to 
progression of the illness, the majority o f the participants believed that they need to 
seek other medical care options.
5,13.8, Seeking medical help
Due to the lack of awareness of helping resources or because of inaccessibility 
and expense of available resources, the majority o f participants avoid seeking medical 
help at the early stages of their illness. Nevertheless, because of failure in using herbal 
medicine and/or the impact of the symptoms, the participants sought medical help. 
This meaning is apparent in the following extract:
‘7 got retention and tried to use some herbal medicine. Nevertheless, i t ’s not helpful. Therefore, I  
went to a clinic and it was passed by catheter. Fortunately, for a few  months, I  was OK. 
However, later it came back, worse than previous time. I  got worried and decided to seek 
medical help seriously” (M. 8).
Seeking medical help had different meanings for the participant. Some of them 
just looked for alleviating the emergency problems such as urinary retention. However, 
they wanted to understand what the cause of their problem was. They would like to 
know was it important or not, or whether there was any chance of being cured? It 
seemed that such questions showed their pre-occupation and concern.
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5,13.9, Understanding prostate problem
Understanding this point that the urinary problem was rooted in their prostate 
gland was a dramatic revelation for some. The issue was important to make a decision 
when the participants knew more about it and about the complexity of the next 
process. One of them indicated:
“Knowledge is a good point like a light. But fo r  me, it was terrible to know what my illness is. It 
is easy fo r somebody who doesn 7 know anything” (M.9).
5,1,3,10, Conclusion
The seeking help was the second phenomenon, which was experienced by the 
participants through the process of illness detection. It is noteworthy that disclosing, 
which was the outcome of the first phenomenon, itself, became the main causal 
condition for the seeldng help phenomenon. The data illustrated that the disclosing 
often happened because of failure in self-therapy or progress of the illness intensity. In 
this stage, participants believed that external help is needed, but their eventual contact 
with helpers or helping agencies were different. The results of this study showed that 
seeking help was an active process for majority of the participants. Starting o f this 
process was indirect and the extent of this phenomenon was depended on their 
Icnowledge. Therefore, knowledge about the illness was identified as the context of the 
seeking help with a dimensional range of low to high. Through the experience of the 
illness, the participants gained their knowledge in a complex process.
Like the first phenomenon, different triggers and/or barriers influenced this 
phenomenon and affected the action/interactions strategies. The main triggers for 
seeking help were gaining informed awareness, the role of wife and other family
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members and also professional referral systems. Using lay referral systems and lack of 
support were the main barriers in the process o f seeking help.
Thi'ough the seeking help phenomenon, interaction between different 
intervening conditions and context resulted in at least two major actions/ interactions 
including using herbal medicine and seeking medical care. Due to failure in using 
herbal medicine and/or its impact of the symptoms, the participants sought medical 
help. In this process they realized that their ill health issue was a prostatic disorder 
rather than just urinary dysfunction. Therefore, action/interactions taken by the 
participants in response to the second phenomenon resulted in understanding prostatic 
disorder. This understanding resulted to shape seeking help phenomenon.
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5.1.4. Seeking diagnosis
Seeking diagnosis was the third phenomenon of the detection process, which 
was experienced by the participants through the process of illness detection (Figure 
5.4). As the consequence of seeking help phenomenon, participants realized that their 
ill health issue was a prostatic disorder instead of just urinary dysfunction. Thus 
understanding prostatic disorder became the main causal condition for the seeking 
diagnosis phenomenon. This phenomenon describes the diagnosis process and its 
conditions and actions/interactions.
Figure 5.4: Phenomenon 3; Decision-m aking and its categories and subcategories
Conditions
Casuals Intervening Context
- p rog ression  of the  
illness
• failure of herbal 
m edication
- su sp ec tin g  of 
m alignancy
- insisting  of family
Barriers Triggers Property Dimension
- identity (m asculinity)
- patient- d o c to r relationship
- em barra ssm en t
- F ear of biopsy
- fear of m alignancy
- family su p p o rt
- tru sted  physician Confidence Low-------High
Seeking diagnosis
(3 phenomenon)
Action/interactions
Going clinic 
to clinicAnxiety
Struggling for 
d iag n o sis
R elinquishing final 
decision  to  tru sted  
physician
Confirm ing diagnosis o f prostate cancer
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Like two other phenomena, there were many different casual, intervening, and 
contextual conditions, which influenced the phenomenon of seeking diagnosis. From 
the participants’ point of view, the most important conditions which encouraged them 
to contribute in the process of seeking diagnosis were stress and anxiety from labelling 
the illness as a prostate problem not as a urinary problem plus progression of the 
illness, failure in herbal therapy, insisting of their families to follow the diagnosis, 
possibility of malignancy, and/or controllability of the illness.
From the participants’ perspective, in addition to the biological suspected 
problems, there were some psychosocial issues, which could influence the 
phenomenon of seeking diagnosis. Similar to the previous phenomena, these factors 
can facilitate or delay making an appropriate decision. The main triggers for seeking 
diagnosis were support of family, support o f trusted physician and belief about the 
controllability of the illness. Masculinity with its social, sexual, and physical aspects, 
embarrassment about digital rectal exam, fear o f biopsy and fear of cancer diagnosis 
were the main barriers in the process o f seeking diagnosis.
Since the participants had decided to make a decision about their illness, they 
just received support from their family and sometimes from a trusted physician. 
Unfortunately, there is no system like primary cancer care to support patients in Iran. 
Nevertheless, from sociological point of view there were still two important social 
constructs to support the patients including support of family and trusted physician.
S.1.4A. Support of the family
Familial support especially support from participants’ wives was one of the 
triggers for the phenomenon of seeking diagnosis. In Iran, the familial support has its
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root in Iranian culture and Islamic ideology. In this regard, care o f father and mother is 
a holy subject. The belief is that supporting parents will be associated with Allah's 
(God) definite support of individuals. From the sociological point of view, man as a 
father has a unique role not only in the family but also in the society. Therefore, by 
supporting the father, other family members would be respected in the family and 
society. In addition, for wife husband has a basic and particular role for consistency 
and authority of the family and she would try her best to protect him. In this regard, a 
participant’s wife illustrated (field note):
“I  have forgotten everything and I ’m ju st thinking about my husband. I  love him, and I try to 
support him as far as it's possible. He wanted to hide his urinary problem, but I  understood that. 
I  took an appointment from our family doctor. He referred us to an expert specialist. Before and 
after diagnosis and you know, during treatment, I  was with him. I ’m ready to sale my jewelleries 
fo r his health and to do all my best” (M ’s 6 wife.).
5.1.4.2. Support of trusted physicians
Some of the participants received support from trusted physicians as well as 
their family. Having this type o f support depended on the participants’ social class, i.e. 
participants with higher social class consulted with their family doctors about how to 
seek diagnosis. Even participants who had not this advantage for counseling tried to 
trust health professionals for making an appropriate decision.
‘7 have a very close friend who is a general practitioner. Through my illness, I  tried to have 
counseling with him. Before doing anything, I  went to see him in order to take his advice, 
because I  trusted him ” (M. 8).
5.1.4.3. Belief about the illness controllability
Belief about the controllability of the illness was another trigger. Thr ough the 
process of the illness, the majority o f participants understood that the early detection 
would have influences on the curability and controllability of the illness;
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“Look, consulting with one o f  my relatives who was living in Germany gave me a good view 
about curability o f the illness. He told me; “don’t worry prostate cancer can be cured”. I knew 
that there were many different methods fo r controlling, but decision-making became easy when I 
understood that my illness controllable” (M. 2).
\
5.1.4.4, Masculinity
The diagnosis-seeking process was influenced by different intervening 
conditions. One of the most important conditions was masculinity with its social, 
sexual, and physical dimensions, which acted as barrier in the process of seeking 
diagnosis. It is noteworthy to mention that Iranian society has a male dominant culture. 
As a result, man has an overriding role in this society especially in the generation the 
participants of this study belonged to. They are living traditionally and managing their 
families based on a patriarchal culture. In these conditions, male identity or 
masculinity plays an important role in decision-making.
The findings of this study illustrated that participants argued that the illness 
consequences such as impotence was a gender issue rather than a sex problem or just a 
physical side-effect of prostate cancer. In other words, it was presented that impotence 
was not merely an individual or personal problem, but it was a social concern as well. 
The participants described this consequence as a failure and thought that this failure 
had spoiled their social identity:
“Sex is an important issue for men and it is their identity. This illness related to men’s identity. 
When a man loses his sex, he loses his masculinity. For this reason, I  deleted  my operation on 
prostate” (M. 10).
Moreover, they thought that this issue was not considered seriously in the 
medical investigations. They believed that physician viewed sex as a subordinated 
sense, whereas it was something that made their social identity. In this regard, one of 
the participants elaborated:
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“Unfortimately, physicians just pay attention to the illness and not to me. Yes, I  need my health 
and I  do need to save my identity. The side effect o f the treatment is painful. Most o f  physicians 
think that sex is an isolated and subordinated sense. But, it is not, because sex is our social sense, 
social identity” (M. 10).
Participants also criticized physicians for not understanding the social 
impairment associated with impotence instead of its physical harm:
“Doctors think that impotence is an inability to achieve erection, no it is like a joke fo r me at my 
age, but I  have a feeling o f impotence in my family and my social life. They can’t understand 
what has happened fo r my social life. Just the person who's lost this sense is able to understand 
this changing” (M. 10).
Incontinence was another consequence of the illness, which had an intervening 
role in decision-making. Considering masculinity, males often do not like to be 
considered weak. Lack o f muscular control such as incontinence may suggest a failure 
and would raise the participants’ concern. Some of the participants knew what had 
happened to their friends after surgery. They were aware that their friends were unable 
to have control of their body and lost their physical power through incontinence. For 
some of them, this failure led to social isolation. They could not go to the mosque, 
attend religious or social ceremonies, go to travel or go shopping, as they bothered 
because of urinary incontinence. Consequently, some of the participants preferred to 
delay in seeking diagnosis because of these social consequences. In this regard, one of 
the participants indicated:
“Before making decision, I asked one o f my friends who had the same illness. You know, he 
wasn't happy because he couldn't control his urine, as it leaked by itself. It was very difficult for  
him to go to mosque or to holy shrine o f  Ernam Reza. It was so stressful” (M.4).
This participant elaborated that his consultation with specialist did not help him 
to make appropriate decision, as the doctor believed that: “it was a usual side effect fo r  
all patients who've got the same illness” (M, 4).
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5.1.4.5. Embarrassment about digital rectal exam
Performing digital rectal examination was another intervening condition in 
detection process, which also operated as a barrier. Digital rectal examination, as part 
of routine physical examination, is one of the most common tests for the early 
detection of prostate cancer. However, the digital rectal examination has been reported 
to be an uncomfortable and embarrassing method, irrespective of the examiners’ level 
of experience (Macias et al. 2000; Nagler et al. 2005). The findings from this study 
showed that some of the pailicipants avoided getting a digital rectal examination 
because they felt uncomfortable, and it was an embarrassing test for them. 
Additionally, their physicians often did not explain sufficiently about it, whereas men 
needed to be justified for doing the test. The extract below is typical of the responses 
on this issue:
“The first time that my doctor wanted to do an anal examination, without any preparation, he 
told me just lies down for this examination. I  lost my temper and I  got worried. I  said, "Could 
you please tell me what this check up is?" I have protected myself fo r many many years and no 
one did such thing with me. Then, the doctor laughed and said: ‘you 're right. 1 should have 
already explained it for you '' (M. 2).
If physicians provide more information and explain the importance of 
examination in advance, obviously men will co-operate more and will actively 
contribute in the process of illness detection, because they would be convinced about 
the reasons for which rectal examination is being performed:
“Doctors should speak to the patients, and then it will be done much easier. Because a 60-year- 
old man doesn't like to have, his anus checked up. In fact I  think, it's a bit putting-down him to 
have his anus examined. O f course, I  think this work is needed and it can make a difference. The 
patient should know more that why such an examination is necessary to be carried out” (M. 2).
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5.1.4.6. Fearing of biopsy
Data analysis demonstrated that feai* of biopsy was one of the intervening 
conditions in seeking diagnosis. Biopsy of prostate is an aggressive and painful 
procedure. Moreover, the majority of the participants stated some other aspects of the 
biopsy in addition to its pain and stress including their friends' experiences, its failure 
and repetition of the test. The feelings and attitudes of participants' friends had 
profound influence on their decision for doing biopsy, which is evident in the 
following sentences:
“My friend had very bad experience o f his biopsy. He said; “it was vety painful". I  was really 
scared and it was difficult for me to decide whether I go for biopsy or not. Moreover, I  was 
worried about its failure" (M. 2).
5.1.4.7. Struggling for diagnosis
The analysis of data revealed that through the seeking diagnosis phenomenon, 
interaction between different intervening conditions resulted in two major actions/ 
interactions including struggling for diagnosis, relinquishing final decision to trusted 
physician and sacrificing. Considering the suspicious malignancy at this stage of the 
detection process, participants were uncertain about the reality of the illness and 
diagnosis and wanted to know more. In fact, they struggled to rule out the prostate 
cancer:
“My specialist told me that if  I  refuse medical care, it might become malignant. So, I  accepted it 
because I  wanted to prevent malignancy " (M. 10).
To achieve this meaning, the majority of the participants attempted to be 
visited by different urologists and tried to seek more information about the illness. This 
concept is seen in the following expression:
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“For me the period o f diagnosis was a long time and it took more than 8 months... Eveiyday, 
going to this clinic, that clinic, getting appointment from this specialist and that one, giving this 
test and that test, oh, that was veiy difficidt" (M.5).
5.1.4.8. Relinquishing final decision to trusted physician
Through this phenomenon, the participants understood that detection of the 
illness and medical interventions were necessary. They also realized that there was not 
any other choice to control their illness alone. Based on acquired knowledge 
especially suspected malignancy and also severity of the illness, they attempted to 
relinquish the responsibility o f the decision for detection and control of the illness to 
the trusted physician. This physician could be a general practitioner or a specialist. 
Nevertheless, the doctor-patient’s relationship had significant influences on 
relinquishing control of the illness to the physicians. The participants in this situation 
trusted the decisions of the physician confidently. In this regard, one of the participants 
explained:
“I had a good and friendly relationship with my physicians Dr. R. and Dr. M. They respected 
me; they explained my problem so clearly to clarify the matter and tiy  to make me understand the 
problem. I liked them too. However, I  did not have the same relation with other physicians” (M,
2).
5.1.4.9. Sacrificing
Through the seeking-diagnosis process, the participants did not receive 
sufficient information about the side effects of the illness. However, due to the impact 
of the illness, it seemed that they accepted the consequences. They selected sacrificing 
as a strategy for controlling the illness. From this perception, they felt that it was 
necessary to sacrifice their gender and social identity for being healthy. This is 
obvious in the following extract:
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“My doctor wanted to know, did it (impotence) matter fo r me or it was not a big issue to be 
impotent. I  said to him: 'oh, it's not too important fo r me and my wife as well and we accepted 
it He was concerned about my sexual relationships, but we accepted it ju st fo r my health " (M. 
1).
Those participants who did not have sufficient knowledge about the illness, 
often complained of therapy consequences and they had a negative perception about 
this issue. They felt that they had forgone their social identity with this illness:
“I  accepted this problem (impotence). However, it was veiy painfiU, not physical, you know, 
because I lost my masculinity, my social identity. Really, I  can 7 explain this issue. For me, sex is 
part o f my social life. I  lost all my social life. At first, I  thought that I  sacrificed my sex only, but 
now I think that my identity has been sacrificed too ” (M. 10).
5.1.4,10. Confirming the illness diagnosis
Actions/interactions taken by the participants in response to the third 
phenomenon resulted in confirming prostate cancer, which intensely influenced men’s 
view tlirough the seeldng-diagnosis. In Iran, people are usually afraid of cancer. They 
often think that cancer means death. Encountering cancer can be very painful for them. 
In this culture, the diagnosis of cancer means tolerating an intractable pain, 
hopelessness, and a prolonged period of wasting time before death. Therefore, in 
Iranian society, cancer is often seen as a disaster. This concept is obvious in the 
expression of this participant:
“I  had two kinds offeelings in two stages. At the first stage, when I had ju st an elevated PSA, I 
didn‘t really think that it was serious. Therefore, I wasn’t too worried. However, at the next stage 
when I encountered with positive result o f  the biopsy, I became very anxious and took it very 
seriously. This cancer became my thinking, my woi-king, my sleeping, and everything. At that 
time, I  fe lt my illness. I  said to myself: ‘don 7 feed  a dead snake in your sleeve ” (proverb) (M. 9).
Understanding the reality of the illness was difficult for the participants. This 
understanding was also harder for those participants who had not enough knowledge
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about the illness.
5.L4.11. Conclusion
The seeking diagnosis was the third phenomenon, which was experienced by 
the participants through the process of illness detection. Understanding prostate 
disorder, which was the outcome of the first phenomenon, itself, became the main 
causal condition for the seeking diagnosis phenomenon.
Like the two other phenomena, there were many different casual, intervening, 
and contextual conditions that influenced the phenomenon of seeking diagnosis. From 
the participants’ point of view, the most important conditions that encouraged them to 
contribute in the process of seeking diagnosis were stress and anxiety from labelling 
the illness as a prostate problem not as a urinary problem plus progression of the 
illness, failuie in herbal therapy, insisting of their families to follow the diagnosis and 
possibility of malignancy
From the participants’ perspective, in addition to the biological suspected 
problems, there were some psychosocial issues, which could influence the 
phenomenon of seeking diagnosis. Similar to the previous phenomena, these factors 
can facilitate or impede the participants' views to make an appropriate decision. The 
main triggers for seeking diagnosis were support of family, support of trusted 
physician and belief about the controllability o f the illness. Masculinity with its social, 
sexual, and physical aspects, embarrassment about digital rectal examination, fear of 
biopsy and fear of cancer diagnosis were the main barriers in the process of seeking 
diagnosis.
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The analysis of data revealed that through the seeking diagnosis phenomenon, 
interaction between different intervening conditions resulted in two major actions/ 
interactions including struggling for diagnosis, relinquishing final decision to trusted 
physician and sacrificing.
The analysis of data highlighted that actions/interactions taken by the 
participants tlirough the seeking diagnosis phenomenon resulted in confirming prostate 
cancer, which intensely influenced men’s view in this stage. Accepting of illness as a 
cancer was easier for participants who had richer information in relation to their 
illness.
5.1.5. Summary
To sum up, prostate cancer entails a significant period of management, which 
could be considered before the individuals seeking any clinical interventions. This 
period is more dependent on the psychosocial aspects of the illness than the clinical 
concerns. Men with prostate cancer defined the illness as a social experience as 
opposed to the clinical manifestations that are often viewed from a medical 
perspective. The findings of this study articulated three periodical phenomena which 
happened for the participants through the early illness experiences including making 
sense of the illness, seeking-help and seeking diagnosis of the disease. Within this 
period, the main psychosocial aspect o f the illness was knowledge. Knowledge was 
viewed as a lively process for the participants and it was gradually transformed 
through the progression of the illness from an individual problem to a social issue.
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Part 2:
 —     ..
5.2. GPs’ interactions
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5.2.1. An overview of GP's emerged categories
Figure 5.5: G P s’ perception and practice process on the detection ofprostate cancer
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In this part the findings emerged from the analysis of Iranian general 
practitioners’ interviews in relation to the detection process of prostate cancer will be 
presented. Through analysis, the concepts concerned to different aspects of the early 
detection of prostate cancer were emerged. The process of data analysis was presented 
in the previous chapter. Following categorization of the emerged concepts, four major 
categories (phenomena) were developed including 1) observation 2) communication 
3) reflection, and 4) making decision. These phenomena with their conditions and 
consequences have been illustrated in Figure 5.5. As it is seen in the diagram, the 
phenomena developed over time and resulted in “referring” which was the 
consequence of this process.
The findings showed a systematic relationship between the phenomena and the 
wide spectrums of biological conditions and social constructions. According to the 
findings, the detection process did not occur just as a biologic phenomenon. Instead, it 
was influenced by some conditions, which suiTounded the detection process. The 
main intervening conditions, which influenced the major categories, included 1) 
socio-cultural constructions of the illness and 2) professional constructions of the 
disease.
These conditions gradually influenced the development of GPs’ 
actions/interactions through the process of prostate cancer detection. To summarize 
the overall process, Observation^^ of men who sought professional help was the first 
phenomenon. The next sequential phenomena were developed at the different stages 
of actions /interactions. Following the first phenomenon, ‘"Communication” was the 
next phenomenon, which affected by intervening circumstances of patients’ 
conditions and GPs’ characteristics. ""Reflection”, as the third phenomenon, was
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developed under impact o f health system conditions and the illness detection criteria. 
Then ""making decision” was the fourth phenomenon which influenced by 
professional perceptions and non-professional contexts. This phenomenon resulted in 
men’s “referring” to specialist as the consequence of the detection process of prostate 
cancer by GPs (Figure 5.5).
Through the detection process, “interacting to assess the risk of prostate 
cancer” was the core category, which emerged from the data of GPs’ interviews. This 
core category was the main concept that all other categories of GPs’ interviews were 
related to. More detail o f this category is discussed in the concluding chapter.
To better understand the emerged categories, an attempt was made to present 
more details of tlie phenomena and their intervening conditions along with samples of 
quotes expressed by the GPs in the process o f practising towards detection of prostate 
cancer.
5.2.2. Observing men's problems
One of the illnesses that GPs face with and need to make decision is prostate 
cancer. Although GPs’ age and gender could affect the number of patients with 
prostate cancer who refer to them, however their approach with these cases is similar, 
i.e. they either face with the patients who are symptomatic cases of prostate cancer or 
patients who have come with another complaint or even for routine periodical check 
up to seek risk o f the illness. In this part the observation of GPs with both 
symptomatic and asymptomatic men are discussed.
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5.2.2.1, Observing symptomatic men
The symptomatic patients mainly came to the GPs with urinary symptoms to 
seek the cause of their symptoms. These patients, who were usually elder, complained 
of acute symptoms such as urinary retention instead of a chionic change in the 
function of their urinaiy system. Sometimes they might complain of non-urinary 
symptoms such as osteopathy in lower back area or pelvis.
5.2.2.1.1, Typical symptoms
As it was already mentioned, the GPs illustrated that most o f their patients 
were elderly men who complained of urinary symptoms. However the type and 
severity of the symptoms might be different. In this circumstance, GPs did not often 
concentrated on prostate cancer firstly unless they were aware of the disease through 
their practical experiences. One of the GPs in this regard said:
“It is not easy to approach prostate cancer in patient with urinaty symptoms. I  think that all o f  
GPs in Observation with elderly men who complain o f urinary symptoms have to think about the 
prostate cancer, in addition to concentration on BPH (benign prostatic hypertrophy). You know, 
the majority o f  men, who are seeking medical cares fo r urinary symptoms, come to GPs at the 
end stages o f  their illness " (GP, 4).
5.2.2.1.2, Atypical Symptoms (Bonepain)
Seeking medical care sometime happens by a man who was suffering from 
low back pain or some kinds of bone pain in their pelvic area. This type of pain may 
be due to invasion of prostate cancer metastasis. As bone pain (osteopathy) could 
have various etiologies, it was relatively normal that GPs missed to thinlc initially 
about prostate cancer. This could result in delaying the detection of prostate cancer. 
One of the GPs in this relation commented:
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“For me it was so painful to accept that one o f my cases who sujferedfrom lower back pain for  
a long time and was under treatment ju st with painkillers and self-physiotherapy, had cancer. 
When 1 did a lower back radiography fo r him, I  saw something suspicious, which helped me to 
think about prostate cancer. Approaching these cases that come with osteopathy is not easy. 
Therefore, in confronting with a man aged 60 or older we have to think about prostate cancer to 
achieve to minimum missing rate” (GP, 12).
5.2.2.2. Facing asymptomatic men
Sometimes GPs were confronted with some cases that had no symptoms. In 
these circumstances, GPs either faced with a man who was actively seeking risk of 
prostate cancer or man who was seeking medical care for other reasons, but GPs 
recognized them as suspected cases of prostate cancer.
5.2.2.2.L Coming for check up
In some cases, the patient was a healthy man who had come to be reassured 
about not having malignant disease, expected GP to make him calm, and free of 
concern, especially in the cases with positive familial history o f prostate cancer. On 
the other hand, because of controversial issues, which surrounded detection and 
treatment o f prostate cancer, it was not simple for GP to make a right decision. This 
issue is obvious in the following GPs’ statement:
“Managing a symptomatic patient to discover a prostate disorder is easier than advising a 
healthy man who is seeking help to be checked up for prostate cancer. For these cases that the 
pathological phase o f the illness has probably been started so earlier than the clinical phase, 
screening could be a good strategy, but for me it is not easy to make an appropriate decision ” 
(GP, 2).
Based on the GPs’ experiences, participants' intentions of coming to GPs could 
be different but whatever it was, it was that much strong which could make them 
worried and encouraged them to follow the case. One of the GPs refeiTed to cases that
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had lost their father and older brother because of prostate cancer and for this reason, 
they came to seek GP’s advice for possible ways o f prostate cancer prevention.
“I  believe that having a familial history is very helpful. For example, I  had patients whose 
fathers had died because o f  prostate cancer and they 'd come to me to seek information. In fact 
they were seeking my advice to know what they need to do in terms o f  prevention ” (GP, 1).
In addition to personal motivation of men for checking up, their wives had also 
a significant role in this process. Having familial positive history of prostate cancer 
especially in cases which followed by death, wives attempted to follow the subject 
earlier and faster than their husbands did. One of the GPs has addressed this issue:
“Sometimes wives come to me to follow their husband’s problem in their absence. I  have the 
experience o f constdtation with a woman who had come to consult with me about her husband’s  
familial histofy o f prostate cancer. Despite absence o f her husband, I could give her usefid 
information and it is interesting that after a couple o f  days they both came to me. After physical 
examination and screening tests I  became suspicious to prostate cancer and referred him to a 
specialist” (GP, 4).
5.2.ZZZ Suspected cases
Having doubt about prostate cancer or thinking about it in consultations could 
be helpful, because it assists GPs not to ignore this disease in their practice. Although 
the field of GPs practice is so wide, but focusing on certain diseases in certain ages 
can help them to bear in mind that their patient might be a case of prostate cancer. 
This is particularly can be useful for men who come for another complaint which is 
not related to prostate cancer. Thinldng about this illness in Iran is important because 
many patients who have the suspicious symptoms of prostate cancer do not express 
their problems apart from urgent circumstances. Therefore, GPs need to thinlc about 
these kinds of the illness. One of the GPs commented that it has became a kind of
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habit for him to ask older men about diabetes, hypertension and urinary symptoms 
regardless of the common complain for which patients have come to his clinic.
“I  detected diabetes or cancer in my patients who had come to seek my help for a simple disease 
like common cold. I  realized that these kinds o f  symptoms are not important fo r them. For 
example, decreasing urinaiy flow or urinary terminal dripping can be considered as a normal 
ageing issue for men who do not care these symptoms. So, I try to convince the patient or his 
relatives to do the preliminaiy investigations ” (GP, 7).
In Iranian society, healthy men are not keen to be screened for various 
diseases, but men aged 50 years or older who come to GPs for any reason should be 
given some information and advice on serious chronic diseases like cancer. Some of 
the GPs pointed out that they have been very curious in relation to elderly men. One 
of the GPs in this study elaborated that men’s age can be a helpful factor to thinlc 
about prostate cancer.
“I think that it would be good if  the patients whose age is more than 45-50 to be screened for  
prostate cancer. I  personally focus more on chronic diseases, metabolic diseases and cancers 
after this age. Unfortunately, I  had patients whose prostate disease had been started but they 
didn't care about it. This is very important to think about and to be able to diagnose the illness 
in the early stages” (GP, 3).
GP’s Observation with the illness often resulted in their actions/interactions 
with socio-cultural constructions as well as professional conditions of the disease to 
manage their practice. The actions/interactions taken by GPs through the first 
phenomenon (observation) resulted in three sequential phenomena included 
“communication”, “reflection”, and “making decision”.
5.2.3. Communication
In the process of prostate cancer detection, malcing an active communication 
between physician and patient had a basic and crucial role in continuing the process of
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diagnosis and treatment of the illness. In this stage, the extent of this relation was not 
too broad, but gradually with a mutual understanding of patient and doctor of the 
same issue, i.e. patient’s need to know about his illness, the interaction became more 
extended. Knowing this point was very important that which factors influenced the 
extent of the actions/interactions between patient and physician and from those which 
factors acted as a facilitator or barrier. According to GPs’ perspective, two main 
groups o f intervening factors affected their actions /interactions including 1) patients’ 
socio-cultural conditions and 2) GPs’ professional characteristics. These conditions 
will be discussed in detail below.
5.2.3.1. Patients* socio-cultural conditions
Even though both patients and doctors’ characteristics were influential for the 
degree of interaction, patients’ conditions seemed more important. The reason was 
that their conditions could considerably facilitate the process of the detection, vice 
versa act as a barrier, and postpone the process o f the illness detection and treatment 
for several years. Patients’ conditions have been already discussed in previous part of 
this chapter from men's point of view. However, in this part some of these conditions 
will be discussed from GPs’ perspectives.
5.2.3.1.1. Awareness
Patients usually came to GPs with a combination of symptoms. Probably they 
had experienced these symptoms at the same time, but the importance of those 
different symptoms was probably different for them based on their knowledge about 
the illness. For this reason, they usually expressed the symptoms, which were more
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important from their personal point o f view. One of the GPs in this regard 
commented:
“Patients talk more about the symptoms which they suffer more from them. For example, I  had 
a patient who'd come to my clinic by acute urinaiy retention. This was an important symptom 
fo r him but at the same time he thought that frequency and terminal dribbling are not 
important” (GP, 6).
There is a question that whether it is ’not knowing the symptoms' or 'not 
considering the symptoms important'. GPs in this study mentioned both. One of them 
commented:
“In fact they don V know anything about prostate cancer, apart from situations that they have 
seen somebody in their family with prostate cancer, otherwise they don’t know anything” (GP,
3).
Another GP pointed to the minimization of symptoms by men:
'"'‘Indeed men opposite o f women assume many symptoms just as ordinary things and have no 
enough information about it”(GP, 6).
In addition, participants were not able to found a logical relationship between 
the symptoms. Indeed physician had to ask them about related signs and symptoms to 
be able to find their relationships. This stage could be named as the phase of 
reciprocal understanding of the symptoms by the patient and physician.
The matter that most o f the men did not know what prostate gland was and 
where it was located was also important, because it was a part of their body that they 
neither could see nor palpate it. In addition, they were not able to understand its 
function directly. It was different with breast that women know a lot about it. The 
other point was that nobody informed men of the physiology and function of this 
gland and in fact no need was felt by men to know about it. In these circumstances, it
163
Dr. A li Taghipour Chapter 5; Qualitative findings
was normal that their infoimation about prostate gland was poor. One of the GPs 
asked this question from medical society that why men were not familiar with this 
part of the body:
“This point that generally men don't know what prostate is and where it is and which symptoms 
will be appeared after its dysfunction is one issue. However, issue that very important is why 
they don’t know? I  think finding a response fo r the latter question is much more important than 
the form er” (GP, 2).
Indeed, why men had a poor awareness of prostate or were not aware at all? It 
seems that this issue should be addressed more broadly and comprehensively. In a 
wider perspective, the issue of “men’s health” or “health from men’s point of view” 
should be taken into account. One of the GPs in this study criticized the health system 
for not providing enough information for men about prostate diseases:
“My question is what information men receive about prostate cancer in our society. I  don 7 
know how western countries have dealt with this issue. However, in our country, there is no 
good attention towards training o f  men's health issues in the public. We should see what 
knowledge we've given to the society regarding prostate that expect them to know about it” 
(GP, <1.
It seems that in addition to the biological issues about prostate gland like being 
invisible and impalpable, other factors like cultural, social and socio-cultural barriers 
for following the prostate-related symptoms and dysfunctions should be considered. 
Socially men’s health has taken less attention in comparison with other aspects of 
public health. This particular social attitude has had impact on masculinity. It is a 
cultural notion in the societies that boys from childhood are being taught that they 
should be strong, tolerate pain and not to cry. In addition, addressing men’s sexual 
issues and discussing male genitourinary problems have been deemed as social taboo. 
Even in male groups, talking about these issues seems unpleasant and rude and it is 
prefened to discuss it indirectly and with particular terms. The only social unit that
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permits this land of discussion is family circle, especially in marital relationships 
between wife and husband. In this study, many GPs pointed out that most o f the men 
came to clinic and sought medical care for genitourinary system along with their 
wives. Therefore, wives could have a key role in men’s health in general and in the 
detection process of prostate cancer in particular. The role of familial support will be 
discussed in the section related to the non-professional contexts, which affect GPs 
practice.
5.2.3.L2. Language
The other patients’ condition that GPs refeiTed to it as a barrier was the 
patients’ language. The dilemma from GPs’ point o f view was that sometimes patients 
made sense of the symptoms, but had problem in expressing their symptoms using lay 
language and unclear words. One o f the GPs with respect to language barrier 
commented:
“They can express their problems using their special accent and terms. I should know those 
terms to be able to understand them. For example they don 7 tise the word “urine ”, instead they 
say “PISHAB (to get rid o f waste water from the body) or may sa)> "Fve got problem in the 
bathroom ”. You can 7 understand what it means ” (GP, 4).
Sometimes participants knew their symptoms but were unable to find a 
suitable term to explain it. For example, they did not recognize the difference between 
dysuria and pain or terminal dribbling and urinary retention. They might consider all 
the same:
Sometimes they can 7 describe the real symptom at all, for example dysuria is something simple 
to explain, but I  had a patient who didn’t know how to express it" (GP, 4).
The inability to express the symptoms in a right way was more common in 
men compare with their wives. It seems that men were not skilful in expressing their
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physical and emotional problems. Additionally, as they had less contact with health 
systems they had not enough information to express their symptoms clearly.
5.2.3.L3. Embarrassment
Embarrassment in expressing genitourinary symptoms was one of the other 
issues, which GPs discussed it in their patients. Basically men were not keen Q
somebody |^ q Invadej their privacy. As long as they were being asked about 
genitourinary symptoms their answers were short, incomplete and vague. In addition, 
they tried to change the subject of discussion. One of the GPs explained his 
experience in this regard:
I, as a male GP, get information about the genitourinaiy problems o f my patients hardly and 
indirectly. I t’s not easy; you need to ask something from your patient that you are aware that 
giving answer to them is difficidt fo r the patients. So I  try to spent a lot o f time and to be careful 
not to miss the patients, because sometimes they’ve told me: " if  I  knew that you ’re going to ask 
such questions I  didn’t come to you", so I ’m very careful” (GP, 8) .
The issue of embarrassment was more highlighted when the GP was female. 
In this circumstance, both patient and doctor avoided to continue discussion about the 
symptoms. On the other hand, female GPs had the opportunity to get enough 
information through patients’ wives especially in the cases where wives accompanied 
their husbands and had an active role in following the illness. The following extract 
illustrates the experience of one female GP:
“"As a female GP, I ’m practising fo r nine years in this local clinic. Through this period o f  time, 
my relationships with my patients were so good and becaiise o f that, now, I  fee l I ’m their family 
and trusted physician. Therefore, there is no difference if  my patients are male or female, young 
or elderly, they comfortably come to me. However, it is clear that it is embarrassing for my male 
patients to talk about their sexual and urinary problems. However, for the reason that I have a 
good relationship with their wives, I am able to get the answers o f  my questions easily. O f 
course I ’ve got this opportunity gradually and after nine year's” (GP, 11).
166
Dr. A li Taghipour Chapter 5; Qualitative findings
The aforementioned conditions emphasized on men’s problems in expressing 
their urinary problems; but it seemed that these conditions were influenced by social 
and cultural status of the patients, which are discussed below.
5,2,3,1.4. Social class
The social class of the patients was another criterion, which affected the 
interaction between patient and doctor. The patients who were living in areas with 
lower social class usually went to the public or charity clinics. These clinics due to 
having lower cost had larger number o f patients. For this reason, both doctors and 
patients did not find sufficient time to build relationship and to have good interaction.
'7 am working in a clinic in poor area o f  city. There are many patients who come to this clinic 
and sometimes I  need to visit 70-80 patients from 4.00-9.00 p.m. In this circumstance to what 
extent, I  woidd be able to build a relationship. Even if  I  want to, the other patients criticise me, 
because I  have to see all o f them ” (GP, 1).
Men’s perception of health and illness were different in different areas within 
varied social classes. It could be dependent on men’s education, job and income. Also 
having access to health services and social support resources could affect their 
attitudes and behaviours towards their health:
“My interaction with my patients in my personal clinic and the public clinic which I ’m working 
in the morning is completely different. They are living in different areas with different social 
classes ” (GP, 1).
Some of the patients attempted to get medical cares through the cheapest and 
easiest way. They did not accept a long process of following the illness. Therefore, 
they preferred to be recovered from symptoms rather than involving in a long-term 
process of illness management. In this regard, one of the GPs indicated;
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“I f  I  advise the patients to follow their illness they don 7 accept. From their perspective when a 
doctor cures their illness just by one prescription, he is a good doctor. They don’t like 
physicians who order different tests” (GP, 3).
It seems that patients’ conditions might be constructed by GPs in terms of in 
their social life. They thought that illness was a thieatening factor in the ongoing 
process of their life. It could threaten their other social constructions, for instance, 
their job. In this social condition, job was structured to be all their life. Suffering from 
a chronic illness could be difficult for a man who had been retired but had to work 
hard somewhere else to support his family financially. Whereas patients from high 
social class had no or less problem in terms of money, insurance or job. They even 
looked for sick leave. One of the GPs explored the reaction of one of his low-income 
patients in response to prescribing some detection test in such a way:
“When I requested PSA and scan for him he said: “Doctor! Please give me medicine because I  
have no time to do these tests and i f  I  leave my workplace and go for tests. I ’ll lose my job. I  
trust your clinical decision, so there is no need to do such tests” (GP, 4).
5.2.3.1.5. Culture
One of the other patients' conditions was their cultural beliefs. It is likely that 
despite all suitable social circumstances for paying attention to health, cultural issues 
has significant impact on men’s health seeking behaviours. The main point is not that 
these cultural influences are right or wrong. The main concern is their impact on 
men’s health. Overall, from cultural point of view, men’s attitudes on their health and 
controlling their illnesses can be discussed in three categories. The first group of men 
was the ones who looked at the illness through the lens of spirituality and had less 
attention to the biological or environmental causes of the diseases:
“Some people think the illnesses that they’ve got are their destiny and are a kind o f  G od’s will 
or G od’s test or a means ofgetting clear from adversities o f  sins ” (GP, 7).
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The second group was men who thought that the cause of diseases is genetic 
or environmental factors. For this reason, they tried to be careflil about their health 
especially their habits like diets, sleep and exercise. They consulted with physicians as 
soon as being faced with any health problem and asked for medical advice. They had 
a good co-operation with the physicians and tried to follow all o f the physicians’ 
orders.
“The second group is those men who believe in prevention and control o f  their health and 
illness. Some o f  them are very sensitive to routine check up " (GP, 5).
However, the GPs describe a third group had no belief. In fact, they believed 
neither in spiritual causes nor in biological reasons. The unique characteristic of this 
group was not being attentive to personal health. They easily ignored the mild 
symptoms and sought medical advice only when they suffered from serious 
symptoms.
“A group o f  men think neither in prevention nor follow up o f their illness. They don 7 care about 
their health as well as their symptoms, unless they get a severe symptom like urinary retention ” 
(GP, 1).
The backgrounds of these diverse attitudes will be discussed in detail in the 
discussion chapter, but it is worthy to note here that in spite of religious advice by 
Islam which emphasizes on health and hygiene and make people responsible 
regarding maintaining their health and also its recommendation for following illnesses 
and finding cure, nowadays a cultural vacuum is felt in this regard in the Iranian 
society. Addressing this issue more than adhering to an ideological value can have 
dramatic impacts on the community health.
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5.2.3.2. GPs* characteristics
According to the findings o f this study, different characteristics of GPs 
including their knowledge, experience, gender and also their role in the process of 
early detection had significant influence on their perception.
5.23.2,1. Knowledge
General practitioners’ knowledge concerning prostate cancer had a certain 
relationship with the time of their giaduation. Although the level of the GPs’ 
loiowledge was different, nevertheless they had enough information to manage their 
patients. Although they were mostly practising in relation to the general diseases, they 
were expert in terms of detection process of prostate cancer. It seems that 
improvement of Iranian GPs’ knowledge is related to the recent health requirements, 
which are completely different with three or four last decades. Medical cuniculum 
nowadays is more concentrated on chronic disease as well as infectious and 
communicable diseases. Therefore, young and newly graduated GPs have richer 
information in relation to the early detection of prostate cancer. The early detection of 
prostate cancer was a privilege for the last generation of Iranian GPs. They were more 
optimistic comparing to recent graduated GPs.
“When w e’ve been medical student (40 years ago) w e’ve been involved so much in illnesses like 
tuberculosis, typhoid and the other fa ta l infectious diseases. At that time, it was emphasized on 
DRE and physical exams for early detection o f  prostate cancer and there was no idea about 
these different tests that are recommended today. However, nowadays we are able to detect the 
illness at the early stages using these tests and I  think this is a good opportunity ” (GP, 7).
The analysis of data showed that GPs taken part in this study had neither been 
optimistic about early detection of prostate cancer nor about early interventions such 
as radical prostatectomy. They were not only pessimistic about early detection of
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prostate cancer but also showed doubt about early interventions of specialists 
particularly urologists. They criticized rushing in doing surgery and ignoring watchful 
waiting which is a well-known and recommended approach to manage men with 
prostate cancer.
“As a newly graduated GP, I  think early diagnosis can not be helpfid in all circumstances. I  
think we shouldn’t easily decide about surgery in these cases. Why watchful waiting method is 
not being considered in Fan? Whereas i t’s one o f  the recommended approaches to prostate 
cancer; I  think urologists in our country because o f whatever reason has less attention to this 
poin t” (GP, 5).
As it is understood from the GPs’ views, there is dissimilarity between 
previous and recent graduated GPs in terms of their beliefs and attitudes towards the 
early detection of prostate cancer. Therefore, the perspectives of elderly GPs because 
of their long-term experiences should be considered important. This issue will be 
discussed in more details in the next chapter.
5.2.3,2.2. Experiences
In Iran having experience in medical practice is one of the factors which create 
a balance between GPs’ training in the medical schools and the experience that they 
gain thi'ough managing the illness in their practice in the society. Medical curriculum 
in Iran has been developed based on western countries’ curricula in medicine, 
whereas the social constructions are different in Iran and Western countries. It does 
not mean that educational standards in medicine should not be taken into account in 
Iran, but it means that medical practising just based on a westernized training is 
associated with some problems in implementation. For instance, lay people in Iran 
have a low level of knowledge about illnesses, so physicians have been taught to 
decide about the patients themselves and without sharing patients in decision-making.
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This issue would be more serious in relation to cancers particularly prostate 
cancer, because in addition to having no good information, patients are not being 
informed of having cancer, while in western countries people not only gain 
information on different illnesses through a variety of sources, but also they are 
informed about the process of diagnosis and treatment. They are also being informed 
about the illness trajectory, different treatment options and the post-treatment 
complications and medications’ side-effects. For this reason, they share in decision­
making for their treatment. However, in Iran the social circumstances are very 
different. As a result, GPs’ experience has an influential role in their practice. In this 
study, GPs with more experience were more interested to detect the prostate cancer at 
its early stages. One of the GPs who had 40 years of medical practice commented:
“According to my experience, I  think if  the patient needed my help in whatever stage, either in 
the phase o f early detection or referral or post treatment he must be helped. Because firstly the 
patient himself doesn 7 know which serious disease, he’s got. Secondly if  he knew he didn 7 
know what to do. Even he might make a wrong decision. For instance, I had a friend who got 
prostate cancer and fortunately, he was at the early stages o f  disease based on the biopsy, but 
he didn 7 care and he didn 7 accept to do surgery" (GP, 7).
Based on the findings o f the cunent study, GPs who paid attention to the 
illness complications had a different attitude on the early detection of prostate cancer. 
For example, one of the GPs said that his patients who had prostate cancer for a long 
time and was being tested regularly for the level of PSA, died because of heart attack 
and not prostate cancer. For this reason, he was not keen on the early medical 
intervention after detection of prostate cancer:
“As I  know, some patients are ju st routinely being tested after diagnosis; one o f  them who were 
my patient died because o f heart attack and not due to prostate cancer. Therefore, i f  you ask me 
about early detection, I would say that 1 don 7 agree with it. Based on my personal experience, 
my first choice fo r my patients is not to do an early intervention, because it can be a bigger 
disaster than prostate cancer itself. I  don 7 care about what urologists advise" (GP, 10).
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Experiencing prostate cancer by GPs themselves was another factor, which 
influenced GPs views regarding importance of early detection. For example, one of 
the GPs, who had prostate cancer and had experienced the process of early detection 
himself, had a negative impression about early intervention for the patients with 
prostate cancer. His experiences and views are obvious in the following extract:
“I ’ve experienced that early intervention is a tragedy. As a GP, I got prostate cancer and I  did 
PSA test and biopsy fo r early detection, which were positive; but I  think I  rushed in doing 
surgery. I  could live with this illness fo r many years without any problem ’’ (GP, 10).
5.2.3.23, Gender & age
In addition to the impact of GPs’ knowledge and experience on their belief in 
the early detection of prostate cancer, differences in GPs age and gender were also 
important and their role could not be overlooked. Particularly, prostate cancer is a 
gender-related illness and has clinical features and post-treatment complications that 
are specifically related to men.
In religious and traditional societies like Iran, patients are keen to be examined 
by the same gender, except from the urgent circumstances. This concept becomes 
more serious regarding the illnesses, which are related someway to the genital system. 
Based on this social construct, after Iranian revolution, which was developed under 
leadership of religious scholars, men are not permitted to do the special course on 
obstetrics and gynecology any more. In addition, women are not allowed to do the 
special courses on urology. Generally, in Iranian society men with male-related 
illnesses are interested to go to male physicians. The following extract, which has 
been presented by a female GP, reveals this reality:
“As a female GP, I ’ve got few  male patients with urinary problems, although generally I  have a 
lot o f  male patients. For this reason. I ’ve approached limited cases ofprostate cancer, except o f
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local patients whom I know them fo r years and I realized their urinary symptoms indirectly 
through talking to their wives. O f course, I  followed these patients " (GP, 12).
In addition, male patients’ particularly elderly men are more comfortable to 
talk about their genital symptoms with GPs who are in the same age or even are older. 
Because of socio-cultural and ethical issues embedded in Iranian culture, they are not 
at ease to share these problems with the GPs who are at the same age of their 
offspring. In contrast, they are very comfortable with the elderly physicians. One of 
the GPs who was interviewed in this study and was in the age of 67 said that his 
patients describe their personal and sexual problems with him very easily and 
comfortably.
“Considering my age (67 Y.), I  am as a family physician for my patients. Therefore, they let me 
know about their problems easily and comfortably, even their sexual issues and I think this is 
because o f my age and my close relationships with my patients. For instance, one elderly man 
who’s living in a village didn’t tell his problems to the young doctor in their village. However, 
when he came to me he explained everything comfortably. He said me: “they took me to a young 
doctor and it was too hard for me to talk to him, but I  am very comfortable with you ’’ (GP, 7).
5.2.3,2,4,. Communication skills
Building an active relationship is an important strategy for the GPs to engage 
more with men, to encourage them, and to gain more information to perceive the 
illness. Considering the aforementioned GPs’ characteristics, it seems that their 
success in establishing a good relationship depends on their ability to use different 
types of communication skills such as visual, verbal, and emotional relationship. GPs 
have been trained to use these skills through their education in medical college. 
Nevertheless, they have been trained how to manage communications in hospitals 
instead of community fields. Anyhow, applying these skills is a fundamental issue of 
their interaction with patients, although it is a little different in hospital and
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community. In fact, physicians should employ their art of communication, i.e. having 
a face-to-face contact with the patients. The physicians should go ahead with the 
patients step-by-step and encourage them to express themselves. In these 
circumstances, patients gradually find themselves in a friendly atmosphere and try to 
elaborate their problems. If GPs sympathize with patients, they are able to understand 
the illness in more detail. This meaning is evident in the following statement.
“In my view, I ’ve got this experience that whenever patients understood doctor’s good intention 
to help them, i t ’s a big achievement and in this circumstance they let the doctor to enter into 
their private world’’ (GP, 6).
The main point in patient-doctor relationship is realizing and perceiving the 
illness in more detail. This is a ground which needs to be more focused on and it 
becomes more important in relation to the people with a lower social class. Therefore, 
the physician needs to spend enough time to understand their patients’ perceptions 
rather than just to prescribe some medicines. As one of the GPs participated in this 
study indicated:
“I personally spend 85% o f my time for obtaining history. Only 10-15% o f my time is spent for  
physical examination andjust 3-5% for the other clinical issues’’ (GP, 4).
At this stage of the detection process of prostate cancer, communication 
between GPs and their patients was resulted in starting to deal with the illness. 
Through the detection process and from this consequence, the third phenomenon i.e. 
“reflection” was developed.
5.2.4. Reflection
After observation and building communication, physicians usually had 
retrograde reactions which could be subjective or objective. They attempted to review
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the illness criteria in their mind to evaluate the relationship bet\veen obtained data 
with their subjective information about prostate cancer.
5.2.4. L Detection criteria
To detect the possibility of prostate cancer, they needed to review some 
important epidemiological aspects of the illness and also the available facilities to 
manage clinical symptoms of the illness in the health system.
5.2.4.L1. Burden o f the illness
The greatest risk factor for prostate cancer is age. The older age has the greater 
risk of the disease. This risk increases significantly after the age of 50 in men who 
have no family history of the disease and after the age of 40 in men who have had a 
close relative with prostate cancer. Moreover, based on the report by Parkin (2001) 
and his colleagues, about two-thirds of all prostate cancer cases are diagnosed in men 
with age 65 and older. This evidence as good epidemiological information could 
encourage GPs for thinking about prostate cancer, particularly thinking about 
increasing men’s life expectancy in Iran within the last three decades. It was pointed 
out by one of the GPs in this study:
“Well, I  think the average men’s lie expectancy is around 70-72 years. Therefore, as long as 
men’s age is increased the risk o f  prostate cancer is also increased. I think that the rate o f  
prostate cancer in Iran now is much higher than before’’ (GP, 7).
It seems that GPs knowledge about increased risk of prostate cancer makes 
them sensitive to discover age related disease like cancer.
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5.2.4, L2. Rate of the illness
In contrast to age as an important epidemiological risk factor, there is not 
sufficient information about the incidence and prevalence of the illness in Iran. The 
GPs in this study believed that with increasing average life expectancy in Iran the rate 
of prostate cancer will increase. However, they were enthusiastic to know the burden 
and the rate o f the disease in Iranian male population. They thought that having this 
information is the prerequisite for planning appropriate programs for screening of 
prostate cancer. One of GPs in this study elaborated:
“In Iran, we have no information about incidence o f  prostate cancer. I  don’t mean that 
screening is not important, but I  think the priorities should be considered. I  mean we should 
know about the burden o f diseases and then decide about proper detection programs. It is not 
right that we use the screening strategies o f  other countries ’’ (GP, 8).
5.2.4.1.3, Natural history of the illness
Prostate cancer has a very slow development in comparison with other 
cancers. Some GPs in this study believed that a man could have an asymptomatic 
prostate cancer but dies because o f other diseases. They inquired that in this 
condition, how the necessity of screening can be justified, because without early 
detection of prostate cancer a patient might live for a long time without having any 
serious problem, unless in the case o f metastatic symptoms appearance:
“Although I accept that when metastatic symptoms were seen, the physician is unable to do 
anything helpfid. However, to be honest, predicting how quick the tumour is growing is difficult. 
So talking about the importance o f  screening would be problematic’’ (GP, 1).
5.2.4.1.4, Risk of the illness
Nowadays, it is clear that all men are at risk for developing prostate cancer. 
However, the main questions are 1) To what extent men are at risk for prostate cancer,
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2) Is it a hereditary cancer and, if  not, 3) What are the important environmental risk 
factors of prostate cancer. GPs in this study stated that they have not a conclusive 
etiological perception on prostate cancer.
“Well, I  think I would agree at the moment for prevention ofprostate cancer. But...you know, 
there is confusion around the risk o f  the illness" (GP, 4).
5,2.4.1.5. Physical examination
Based on the collected data, one of the practising points, which strike the mind 
of GPs, was physical examination. Although it was a routine practising procedure 
after taking history, but there were social and cultural limitations in doing the physical 
examination in the suspected cases of prostate cancer. Digital rectal examination is 
one of the routine tests in the detection process of prostate cancer. Based on the 
findings of this study, which were discussed in the previous part of this chapter, this 
test was an uncomfortable test and males often avoided accepting the test. This 
reaction of patients influenced the GPs’ practice and they tried to avoid doing digital 
rectal examination. This meaning is evident in the following quote in which one of the 
GPs described the social, cultural and religious issues related to this procedure:
“We cannot do rectal examination easily in this area for the reason o f socio-cidtural issues, 
because people who live here, they don’t culturally accept being examined for this purpose. 
They’ don’t like it. They think i t ’s embarrassing, or imagine that i t ’s a kind o f disregarding their 
privacy. In addition, from religious point o f  view, they are not happy with it; they don’t have a 
good feeling. In addition, younger men vety unlikely accept this examination, so considering 
these circumstances, I really do not do this examination, I mean in reality I cannot do it” (GPs,
3).
Occasionally, some of the GPs had no problem for doing this test. They tried 
to provide more information and explain the importance of examination in advance. 
Therefore, patients needed to be justified first. It is interesting that patients’
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acceptance in this study was in direct relationship with the GPs’ characteristics such 
as their age and gender. They accepted to have more cooperation with older male GPs 
in comparison with younger or female GPs.
5.2.4.1.6. The detection tests
In addition to physical examinations, there are some para-clinical tests, which 
can be used to detect a suspected prostate cancer. Among these tests, PSA and TRUS 
are two important tests, which can be applied by GPs, to mange their suspected cases 
of prostate cancer. These tests have both medical and social aspects. The medical 
aspects of these tests were discussed in Chapter Three (Literatme Review). 
Nevertheless, in this chapter, attempt was made to consider some of their social 
aspects. In this regard, the acceptability and possibility of doing these tests were 
discussed by the GPs in this study.
5.2.4.1.7. Acceptability of detection tests
Despite discomforting and embarrassing nature of digital rectal examination, 
PSA and TRUS were tests that are more acceptable for both patients and GPs. Based 
on the findings of this study; these tests were acceptable for both patients and GPs. 
The reason was that:
■ Firstly, there was not any psychosocial barrier such as embarrassment adhered 
to doing these tests: “in terms o f social and cultural issues, men are more satisfied to have 
these tests instead o f DRE" (GP, 2).
■ Secondly, in comparison with DRE, prescribing of this test was often 
associated with more cooperation between GPs and their patients: “when you 
emphasize on DRE, you often lose your patients ’ cooperation" (GP, 6).
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■ The third reason for acceptability of these tests from GPs’ point of view was 
simplicity, safety, and repeatability: “to be honest, I  prefer these tests, because they 
are repeatable and simple" (GP, 5).
■ The last reason was that for female physicians ordering these tests were the 
easiest way to manage suspicions cases: “As a female GP if  I  found a suspicious case 
I  order an ultrasound and PSA at first, because they are more acceptable than DRE"(GP, 9).
5,2.4.1.8. Possibility o f doing detection tests
Even though PSA and TRUS were acceptable for both GPs and patients but 
there were some limitations in terms of their cost. This limitation was mainly in 
relation to lack of health insurance support for GPs to have the liberty to request PSA 
for the suspected cases. One of the GPs commented:
“Regarding PSA test, unfortunately health insurance does not accept to pay to GPs, so we 
cannot order this test. Biit some patients accept to do it privately and pay the test cost 
themselves" (GP, 1).
It is a question that whether GP could order PSA or not. Insurance agencies in order 
to protect their benefits try to limit the number o f tests that can be ordered by GPs. 
For this reason, they know PSA as a specific test, which can be only ordered by the 
specialists. Whereas, the reality is that PSA is not a specific test for prostate cancer 
diagnosis. It is a screening test and is used to detect the illness at the early stages. It is 
therefore seemed logical that GPs could order it. Indeed, biopsy is a specific test to 
diagnose prostate cancer definitely. It seems that the wrong approach of insurance 
agencies with GPs is due to the lack of a clear national policy in relation to GPs’ role 
in the process of early detection of prostate cancer.
The reality is that they just practise based on their personal decisions, whereas 
if there was a defined protocol offered by the health system to all GPs, the outcome of
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detection of prostate cancer was very different. It is quite clear when each GP 
approaches the patients based on his/her personal experience and loiowledge there is 
no identical and unique program for the detection. It seems that it is necessary for 
Iranian Health System to attempt for standardization of primary cancer care.
5.2,4.2. Health system
It is not sufficient for a GP working in the community to be able to treat 
patients. As a health administrator, he/she should be able to take specific preventive 
measures and advise about how to promote health. Policy formulation, planning, 
administration and management of cancer care ai e areas, which must be provided by 
Iranian Health System. Unfortunately, there is not a linlcage between this system and 
GPs for primary and secondary cancer care.
5.2.4.2.1. GPs * position
GPs in this study commented that they have no defined position in the health 
system to screen cancers especially prostate cancer. They believed that this issue 
influenced their motivation to have an active role in the process of the early detection 
of prostate cancer. Therefore, they prefen'ed to be less involved in this process. This 
concept was more obvious in the governmental health system. One of the GPs in this 
regal'd indicated:
“We don’t know what our role as GP is in the early diagnosis o f cancers. The reality is that we 
are able to do something but the health system doesn’t value our position. Who would 
detriment? Just people and patients! We have closer relationships with the patients, so if  the 
system let us to play our role, we wotdd be very helpfid” (GP, 6).
In fact, with passage o f time GPs role in the process of early detection of 
cancers is being neglected. Now there is confusion about the fields of GPs practising.
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They are not involved actively through the process of the illness detection. In this 
study, the majority of the GPs thought that they had not a significant role within this 
process from both the health system and specialists’ perspectives.
5.2.4.2.2. Lack o f policy
For prostate cancer, even if it is diagnosed at the early stages, there should be 
defined policies. However, the Iranian GPs are practicing now according to their 
personal decision rather than using a uniqe guideline. In fact, they don’t follow a 
certain policy. It is the responsibility of policy makers in health system to provide this 
protocol. It is not GPs' duty. They could just implement the legislations. When there is 
no defined protocol each GP acts based on his/her personal view. Therefore, it is not 
possible to say which approach is right or wrong. They have their own reasons for 
what they are doing.
“Well, there is confusion about detection o f  prostate cancer. We don’t know whether we should 
order PSA or not; we don't know basically the early detection o f prostate cancer is reasonable 
or not? We do need a transparent and clear guideline for the early detection o f  prostate 
cancer” (GP, 2).
5.2.4.23. Load of work
The GPs participated in this study asserted that they must visit a large number 
of patients during their daily practices. General clinics, either private or governmental 
admit many patients. Presumably, the reason is that medical services are accessible 
easily through general clinics for everybody. Consequently, GPs have no sufficient 
time to spend on talking with an elderly man who’s got serious problem. Moreover, 
GPs stated that there is a misunderstanding between people that they should come to
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clinics for every single health issue; especially this was something popular among 
women:
“They come to the clinics just after getting a headache, most o f their illnesses do not need any 
treatment; even sometimes the medications that we prescribe because o f their insistence, are not 
necessary” (GP, 1).
One of the GPs complained that why they have not a standard range of 
worldng hour and why does nobody thinlc about this issue. He commented that in this 
cultural context a lot of time, which should be spent on detection of chronic and 
serious diseases like cancer, is lost. These meanings are evident in the following 
statements:
“Because o f  our workload we Ve got problem in relation to time. In one working day, I  should 
visit over 40-50 patients. On the other hand, counseling and giving information to the patients 
has no place in our health system. It doesn’t mean giving service. Medical service means 
writing a prescription for the patient in which you should order few  medications and that’s it"
5.2,4,2.5, Specialization
Regarding the detection of chronic diseases and seeldng medical care, there is 
an especial professional construction in Iranian health system, i.e. specialization. This 
issue has its roots in socio-cultural contexts. Specialization is being as an indicator to 
provide a better health services and also referring to specialist seems to be a higher 
social position. Therefore, in relation to the detection o f prostate cancer, the 
specialists make the final decision and GPs role is being neglected. One of the GPs 
indicated that:
“I don’t want to condemn specialization and doing advanced courses in medicine, but tendency 
to specialization is one o f  the reasons that our potential abilities in diagnosis and treatment are 
being ignored” (GP, 3).
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Nowadays, it is going to be a routine attitude that people for many usual and 
simple illnesses, which can be absolutely diagnosed and treated by the GPs, prefer to 
be visited by the specialists. Whereas they can receive these services much better, 
cheaper and earlier from GPs. There is a question that who is responsible for this kind 
of health attitude and behaviour, the health service providers or people? Do GPs have 
not enough authority in their practice, the specialists have lost their authority, or there 
are some other cultural and / or socioeconomic reasons? Therefore, it seems to be 
necessary to revise this social construction of the illness. One of the GPs indicated 
that engagement of the health system would help to eliminate or correct these wrong 
attitudes:
“1 think the health system has role to alter this attitude among people anyway. Although 
recently the government has employed some GPs as “family physician” but it is a health 
program just for rural population who receive medical care from governmental health systems ”
However, it seems to be difficult to modify and control the specialization 
construction of the chronic diseases particularly cancer in the disorganized situations 
of private and governmental medical settings in the urban areas. In general, providing 
health seiwices by specialists has been resulted in increasing the cost of detection and 
treatment. These conditions will impose an economic burden on the doctor-patient 
relationship.
5.2,5. Making decisions
Through the refection phenomenon, GPs attempted to make an appropriate 
decision in the detection of the disease. This stage had two kinds o f intervening 
conditions including 1) professional constructions of the illness, which were related to 
GPs perceptions, and 2) non-professional constructions of the illness, which were
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related to patients’ socio-cultural issues. In this part attempt was made to discuss more 
about these intervening conditions.
5.2.5.1. Non-professional constructions
Non-professional constructions of the illness refer to a multi-dimensional 
psychosocial structure o f the illness. This structure is based on personal knowledge, 
familial attitude, and social life.
5.2.5.1.1. Personal Knowledge o f  patients
According to the participants’ experience, the process of prostate cancer 
detection put the patients in a stressful situation. Although in Iran physicians do not 
directly inform their patients of cancer, but they realize it very soon, especially those 
people who are educated. After being informed, some of them start to fight with 
themselves and show aggressive behaviour. Sometime| they think that they have been 
victimized and ask themselves why me? If they laiow that what their illness is in 
reality, they will show a stronger reaction. For this reason, sometimes they ignore to 
follow the process of their diagnosis and treatment. Some other times they become 
confused because of going to different doctors with different detection and therapeutic 
approaches. One of the GPs commented that the possible reason for patients' 
confusion might be poor knowledge about the illness:
“In my view there is really a gap here. The reason o f  the patients’ confusion might be not 
having enough knowledge or something else. But indeed we don’t know what happen to them, 
there is not enough evidence about this” (GP, 4).
Lack of knowledge is a critical issue. Indeed, GPs in this study indicated that 
their patients had little information about prostate cancer. However, based on the 
evidence, which were previously presented in the part one of this chapter (men’s
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perceptions and experiences), it seems that men’s cognition about cancer in general 
and prostate cancer in particular is more important than men’s Imowledge. Many 
patients are reluctant to accept their illness. In contrast, some patients try to cope with 
their illness. It seems that understanding the process of developing patients’ cognition 
is more crucial than understanding their level of knowledge about prostate cancer.
5.2,5.1.2. Familial attitude
The other issue which based on GPs views was influential in their decision­
making was the role of family in the process of detection of prostate cancer. Iran is a 
traditional and closed society and within this society, family has a unique function 
especially in the previous generations. In spite of paternalism, women have a 
significant role in terms of managing the household. In terms of family construction, 
wife has a fundamental role in family health. In this regards, wives have two 
significant roles. First, they are very sensitive to family members’ health and regularly 
monitor their health status. Secondly, they have a very important role in following up 
the family members’ illness. One of the GPs in the following extract has elaborated 
the role of wives:
“Generally men have less attention to their illnesses but this is vise versa in women. I  would say 
that nearly all o f my prostate cancer patients came to me with advice and insistence o f  their 
wives. I sometimes compare their role with nurses, but I  think their role is even more important. 
They always contact me and ask their questions. Even they call me to ask my on specialist 
prescriptions and how to do their orders. I  had patients that without their wives ’ attempt they 
have not been alive now " (GP, 7).
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5.2.5,1.3, Social life
Issues related to the social life were other issues, which according to GPs 
affected the process of decision-making. Three subcategories including social trust, 
social support and social identity were emerged from this category.
5,2,5,1„3,1 Social trust
Social trust is one of the important aspects of the complex situation of making- 
decision on detection of prostate cancer and treatment as well. Considering that the 
majority of men have not enough Imowledge or a dynamic cognitive view on 
detection and treatment o f prostate cancer, trusting is an influential factor in doctor- 
patient relationship, which resulted in relinquishing the final decision-making to the 
physicians. It seems that the level of social trust among male population is lower than 
female, because men are more involved with complicated social issues than women 
ai e. One of the GPs in this relation indicated that form his point of view doctor-patient 
relationship is fragile, because patients thinlc that physicians advise them to do the 
diagnostic or treatment procedures to earn more money themselves. This GP believed 
that this kind of thinking has a serious socio-cultural burden that has taken very little 
attention by the medical society.
“/  remember some patients which have been suspicious for having prostate cancer h it they’ve 
been in doubt to go to the specialists. They were financially OK but didn’t trust them. 1 
introduced some specialists to them but they were still in doubt to go to, may be because o f  
issues like “under table” or I  don’t know something else” (GP, 2).
5,2,5,1,3,2, Social support
Cancerous patients definitely need social support, which can be financial and 
/or emotional. The financial support might be provided from family, and /or health
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insurance agencies. The insurance agencies can decline their expenditures, but they 
have no active role to support all patients’ demands and they do not support the over­
cost o f detection and therapy procedures. Unluckily, health insurance services without 
supplementary insurance are not enough, and it is clear that not all patients could 
benefit from supplementary insurance. Indeed, there is only one non-governmental 
organization (NGO), named “Centre for specific diseases”, which is able to provide 
some supportive services. For example, it supports the cancerous patients to provide 
some medications, which are not produced in Iran. Therefore, at the time being, the 
main supportive source for these patients is their families. In fact detection and 
treatment of cancers including prostate cancer is not deemed as health programs’ 
priorities. For these reasons, many patients are personally trying to solve their 
problems on their own. One of the GPs in this study discussed this topic.
“Regarding the financial issues, it is veiy difficult not only fo r patients but also for physicians to 
make an appropriate decision. Many o f my patients, which are living in slum areas, are not able 
to pay the cost o f  cancer such as prostate cancer. So, before making any decision, I  try to help 
them to solve this issue ” (GP, 2).
In addition to financial support, one of the required health services for these 
patients is counselling, which can be provided by GPs. It is being given by the GPs 
anyway, but it is not purposive and planned. One of the GPs criticized the way that 
people thinlc about counselling and indicated:
“Unfortunately, the reality is that people don’t know counselling as a type o f health services, 
they think that ju st writing some medications would be useful. I  think w e’ve got a huge gap in 
our health system in this regard” (GP, 5).
It seems that people need to be justified with respect to importance of 
counselling in health care.
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5,2,5,1.33, Social identity
Social identity is another component o f social life, which has specific 
influence on making decision regarding detection or treatment of prostate cancer. This 
category was discussed in more details in part one of this chapter (men’s perception 
and experiences). Social identity is a unique criterion of prostate cancer and refers to 
impact of the illness consequences such as impotence on men’s social life. The impact 
of this factor is different from man to man and it depends on the factors such as men 
and their wives' age and also their social class. It seems that specialists should 
consider this factor after detection of prostate cancer and before selecting therapeutic 
procedure. However, GPs in this study indicated that their patients and/or their wives 
often come for counselling and like to know their GPs advice. Therefore, GPs also 
need to consider this criterion in their decision-making in detection process. One of 
the GPs indicated:
“Look, I  don "t like to involve in a subject which is not related to my practice. However, my 
patients through their detection and treatment process often worried about their illness and they 
have many unanswered questions, which their specialists didn't spend enough time to explain 
them and they come back to me to ask their questions. Really, what can I  do?” (GP. 1).
According to the study findings, if  GPs did not consider this point thiough the 
process of detection, they encountered with their patients’ criticism. One of the GPs 
who had the experience of being criticized by one of his patient commented:
“Around 20 years ago I  had a patient who was a businessman and got prostate cancer and then 
specialists recommended him orchidectomy. He did it, but then felt himself as a victim and he 
was so depressed and angry because o f  that. He always criticized me for not making him aware 
o f the post-operational complications” (GP, 7),
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5.2.5,2. Professional constructions
In addition to the aforementioned non-professional constructions, there was 
another condition i.e. GPs perceptions about the outcome of the detection process, 
which had a significant role in developing decision-making phenomenon. The 
properties of the professional constructions were the outcome of detection and 
treatment of prostate cancer and its dimension could be varied from positive to 
negative.
5,2,5,2,1. Positive professional perception
Some of the GPs in this study commented that in the circumstances that on the 
one hand there was no screening program and from the other hand patient firequently 
came to the clinic at the end stage of their illness, early detection for prostate cancer 
could be a good strategy, particularly for men who were in the age of 50-60. It could 
help physicians to detect prostate cancer in early stages.
“In my view, detection o f cancer diseases such as prostate cancer at the early stages is better 
than the end stages" (GP, I).
Regarding the mortality and prognosis o f prostate cancer, the GPs elaborated 
that the early detection of the illness could decrease the mortality rate. They 
emphasized that it could affect the morbidity as well.
“For me, mortality and prognosis o f  prostate cancer is very important and I  think we can 
improve the epidemiological indices by the early detection ” (GP, 4).
Another GP expressed his positive perception on screening programs by its 
role in reducing the treatment cost. He pointed out that when the patients either had 
metastatic symptoms or had no symptom, i.e. were asymptomatic, they usually had a 
lengthy period of diagnosis, which was costly as well.
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“I  think that one o f the positive aspects o f  screening can be the lower cost o f  diagnosis and 
treatment at the early stage” (GP, 4).
They concluded that using screening methods could clearly affect the length of 
diagnostic period and the type of treatment. Therefore, patients certainly would have a 
shorter process o f involvement for prostate cancer detection and treatment.
5.2.5.2,2, Negative perceptions
A minority of GPs, in contrast, expressed their negative impression on the 
screening programs emphasizing the impact of the early medical interventions, which 
raise some key questions. They question was "is there any real difference between 
screening and non-screening situations"? On the other words, they could not find any 
answer to this question that "is there any difference between treatment protocol in 
early and late diagnosis of the illness"?
“Look, a patient who has no symptom and won’t have any in the future and even will die 
because o f  another disease, why he should undergo the surgery and suffer from surgical 
complications following operation. I  think i t ’s not logical, so in this sense I ’ve got a negative 
perception on screening” (GP, 11).
5.2.6. Referring
Referring was the final phenomenon in the process of GPs’ practising to 
manage detection of prostate cancer. Based on the practice setting, referring could be 
active or passive.
5,2.6,1, Active referring
Active refemng refers to a referral construction, which had a self-identified 
guideline, a clear administrative approach, and feedback from specialists. This kind of 
referring was carried out just in private GPs’ clinic. Within this referral system, GPs
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and their patients had active role through the detection process. The referral policy 
was made by GPs and they knew who and why, when, and where should be referred. 
This policy might be similar or completely different among different GPs.
"Most o f  my patients, whom I ’m their family physician, they let me know about the process o f  
their referral. I refer them with a complete medical history to the well-known specialists” (GP,
7).
In this refeiTal system, GPs often followed their patients and received 
feedback from specialists either directly or through their patients indirectly.
"Sometimes I call them (specialists) and fortunately most o f them give me feedback. Also the 
patients’ relatives particularly their wives let me know about the process ofpatient’s follow up” 
/GP, 7).
The referral system that was mostly active in private clinics, followed by 
trusted GPs who had a close relationship with their patients. Unfortunately, just a 
small number of patients were refened to specialists through this system.
"In private clinic it is possible to have an active referring, because the number o f patients is 
small. They know me well and we have a close-relationship ” (GP, 4).
5.2,6,2. Passive referring
In spite of active referring, in passive referral system, there was not a clear 
policy; a well identified administrative procedure, and/ or receiving feedback. In Iran, 
the referral systems are different in rural and urban areas. Nowadays, in rural areas, 
health services are provided just by governmental and special supportive insurance, 
which called “rural insurance”. In this system, there is a recognized referral system. 
Although feedback has been aclmowledged and expected in this system, it is usually 
insufficient. One of the GPs about the quality of this referral system commented:
"We have referral system but it is ju st for referring patient for some special health services; for
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example fo r particular diagnostic tests or treatment. There isn’t any identified policy for  
different types o f  diseases. For instance, I  don’t know when I should refer my patients. It is 
depends on me not health po licy” (GP, 5).
In urban areas, the public clinics, which can be a governmental, private, or 
charitable clinic, are providing health services. In this type o f health systems, 
referring patient to the specialist is a passive process. Due to the large number of 
patients and lack of time for GPs, there is no policy for the illnesses like prostate 
cancer, and subsequently there is no clear administrative procedure.
"Managing patients in urban public clinics is very different. It doesn’t matter that clinic to be 
governmental, private or charitable. In public clinics, GPs have to see many patients. For 
instance, in one afternoon and night shift from three to 10 p.m, I  may visit 180 patients. With 
such huge amount o f work, we have no time to advise patients or refer them appropriately. So 
our referral is not purposive” (GP, 1).
The findings also showed that unfortunately there was no feedback system to 
GPs. In other words, GPs neither had any information about their patients nor about 
what the specialists earned out. One of the GPs in this regard reflected:
"This has a bad impact on our motivation for referral. I f  we get the feedback from specialists 
we would be encouraged to refer our patients correctly” (GP, 4).
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5.2.7. Summary
Through the detection process, GP’s observation either direct or indirect 
resulted in their actions/interactions with socio-cultural constructions as well as 
professional conditions of the illness to manage their practice. The 
actions/interactions taken by GPs through the first phenomenon resulted in four 
sequential phenomena included “observation”, “communication”, “reflection”, and 
“making decision”.
Building an active relationship between physician and patient had a basic and 
crucial role in the process of prostate cancer detection. In this stage, the extent of this 
relation was not too broad, but gradually with a mutual understanding o f patient and 
doctor of the same issue, i.e. patient’s need to know about his illness, the interaction 
became more extended. At this stage o f the detection process of prostate cancer, 
communication between GPs and their patients was resulted in starting to deal with 
the suspected disease. Through the detection process and from this consequence, the 
third phenomenon i.e. “reflection” on the disease was developed. GPs usually had 
retrograde reactions, which could be subjective or objective. They attempted to 
review the illness criteria in their mind to evaluate the relationship between obtained 
data with their subjective information about prostate cancer. After reflection 
phenomenon, GPs started to make decision in the detection of prostate cancer. This 
stage had two kinds of intervening conditions including 1) professional constructions 
of the disease that were related to GPs perceptions and 2) non-professional 
constructions of the illness which were related to patients’ socio-cultural issues. 
Referring was the final phenomenon in the process of GPs’ practising, to manage 
detection of prostate cancer.
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6.1. Introduction
In this chapter, the findings of qualitative phase of study are discussed. Firstly, 
the findings o f Iranian men’s perceptions and experiences about early detection of 
prostate cancer are discussed. Then, findings emerged from the analysis of Iranian 
general practitioners’ data in relation to the detection process of prostate cancer would 
be discussed.
6.2. Discussion on men’s perceptions
The findings of the study illustrated a continuous social process in the 
detection of prostate cancer. The process started off from making sense of the illness, 
continued by seeking help and terminated with seeking a diagnosis for the detection 
of the prostate cancer. However, it was difficult to determine where one period ends 
and the other begins. Through the process o f prostate cancer detection, men’s 
perceptions gradually transformed from an individual issues to a social and medical 
concern. Therefore, the men’s perception in this study was formulated in the 
theoretical scheme of detection processing of prostate cancer. This theoretical scheme 
elaborates the processing of prostate cancer detection in three stages including 1) 
individual processing of the illness, 2) social processing of the sickness, and 3) 
medical processing of the disease.
The men’s perceptions processing of prostate cancer detection has five 
parallel attributes including 1) illness identity, 2) strategy, 3) actions, 4), intervening 
factors, 5) social concepts (Table 6.1).
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Table 6.1: The men *s perceptions processing of prostate cancer detection and its attributes
P ro c e s s  a ttr ib u tes Men’s  iiiriess p ro c e ss S ick n e ss  p ro ce ss D isease  p ro c e s s
Identity Urinary symptoms Prostatic disorder Suspected malignancy
S tra tegy Hiding Disclosing Struggling
A ctions Self-monitoring Seeking help Seeking diagnosis
Intervening fac to rs Individual factors Social lay system s Social professional system s
Social co n c e p ts Masculinity (physical 
aspects )
Musicality (social 
aspects )
Musicality (emotional 
aspects)
Based on the process attributes, identity is the label the Iranian men used to 
describe their ill health problems. It was started by urinary problems, continued with 
prostatic disorder, and ended with suspected prostate malignancy. Strategy is a plan 
that the participants used to mange the illness including hiding, disclosing and 
struggling. Action in this model refers to the participants’ reactions and behaviours 
based on various selected strategies. These actions consisted of self-monitoring, 
seeking help and seeking diagnosis. Through this process, there were some 
intervening conditions including individual factors, social lay system and social 
professional systems. Social concept refers to the theoretical meaning of masculinity 
which may influence the participants’ perceptions in terms of physical, social and 
emotional dimensions.
In order to explore and discuss the findings, it seems that it is essential to 
identify the concepts of the processing and meaning of the attributes. As it was 
already mentioned, the detection of prostate cancer was processed with three stages 
including illness, sickness, and disease processing.
The men's perceptions processing of prostate cancer detection and its 
attributes will be discussed in detail below.
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6,2,1, The illness processing o f  prostate cancer detection
“The illness processing” was the first stage of men’s perceptions. This stage 
focused more on individual aspects of the illness and the physical aspects of 
masculinity was the main social concept which affected the duration of the process. 
The main phenomenon of this process which was named “making sense o f  the 
illness ” was often resulted in delayed detection of prostate cancer.
Feeling ill refers immediately to perceiving sensations of the illness by 
symptoms (Armstrong 2003). The symptom is described as a subjective experience of 
a condition that individuals perceive as changes from normal function (Giardino & 
Wolf 1993). The findings of this study showed that urinary difficulty was the main 
symptom of the illness, which the participants experienced during the illness.
These results are in agreement with previous studies, which found that the 
urinary symptoms are common problems of ageing men. Boyle et a l  (2003) in a 
multinational study to evaluate the prevalence of lower urinaiy tract symptoms among 
men from the Netherlands, France, the UK, and South Korea, reported that the 
prevalence of the lower urinary tract symptoms increased by age and this would 
support the results of this study.
The impact of the urinary symptoms is related to symptoms experience. Based 
on Armstrong’s (2003) model, urinary symptoms experience refers to men’s 
perceptions of the intensity (strength), timing (duration and frequency), level of 
perceived distress, and meaning o f symptoms. Although these symptoms are 
common, it seems that the effects on quality of life are substantially low. According to 
this issue, only a third of Swedish men with urinary symptoms sought help for their
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symptoms (Andersson et al. 2004). Therefore, it is important to understand to what 
extent they managed and controlled the experienced symptoms.
According to the findings o f this study, the strategy which was used to handle 
the symptoms experience was hiding or denial of the symptoms. This strategy often 
applied at the beginning of the illness to manage the symptoms. The findings of this 
study suggested that the hiding strategy is a reflection of the impact of the symptoms 
on the social construction of the illness. Denial of the symptoms could have resulted 
in delaying the detection of prostate cancer.
Using the aforementioned strategy, the action that participants took to manage 
their urinary dysfunctions was self-monitoring. Based on the natural history of the 
symptoms, the participants preferred to normalize and/or minimize their urinary 
problems as a temporary issue (Gray et al. 2000). In line with previous study, it is 
common for the ageing male to have non-specific urinary symptoms and to perceive it 
as a normal aspect of ageing (Mitteness 1987; Stenner et al. 1998; Brittain et al. 
2001). Roberts et al. (1994) reported that there were some difficulties for men to find 
appropriate terms to talk about uiinary symptoms with health professionals. The 
above strategies, normalization and minimization reactions were reflected from social 
constructions of the illness.
While the illness process was a self-identification of men’s ill health, however,
some intervening factors influenced men’s illness processing in this stage o f detection
process. The findings of this study suggest that men’s sense of masculinity had a
significant role as the main intervening condition of making sense of the illness.
Masculinity as a social concept of the illness refers to men’s social knowledge about
their symptoms and it could interfere with men’s actions / interactions to manage the
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illness process in private. Moreover, the findings of this study revealed that the more 
Imowledge of the social concept of the illness, the greater the likelihood that men 
would prefer to disclose the symptoms and thus lead to early detection of prostate 
cancer (sickness processing).
6-2-2. The sickness processing of prostate cancer detection
“The sickness processing” was the second stage of men’s perceptions. At this 
stage, men’s perceptions focused more on social aspects of prostate cancer and 
masculinity with its social dimensions was highlighted. The main social concept of 
sickness processing was social identity. The major phenomenon of this process was 
named “seeking help” which was begun by disclosing of the symptoms. The timeline 
o f the sickness processing was significantly related to men’s symptoms experiences, 
.e.g. symptoms' intensity, frequency, distress and meaning (Armstrong 2003),
Through the sickness process the participants realized that their ill health issue
was a prostatic disorder rather than just urinary dysfunction. From men’s perspective,
lack of knowledge was the main factor that led to not understanding the cause of their
symptoms. Findings from this study confirm previous studies that have found the lack
of awareness about the illness as the most common issue in men with urinary
symptoms as well as high-risk male population (Shaw et al. 2007; Livingston et al.
2002; Pruthi et al. 2006). However, the experience o f the symptoms served as a basis
for obtaining more information about the illness (Armstrong, 2003). Regarding the
social aspects of the knowledge. Marshal (1998) indicated that: “the social origins of
knowledge are seen as related to the possibility of grasping truth” (Marshal 1998,
p.343). Through the experience o f the illness, the participants gained their knowledge
in a complex process. Within the social interaction, they interpret, select, and organize
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their knowledge to form their perception about the illness. For this reason, the 
knowledge is a dynamic phenomenon, which can be developed, improved, and 
changed through the illness process and it has deep influence on both beliefs and 
perceptions. Therefore, in spite of poor knowledge of the participants at the beginning 
o f the illness, men gained more knowledge about their symptoms through the 
experience o f the symptoms. Then, they encountered difficulties with labelling the 
problem as a prostatic disorder instead of urinary symptoms.
Due to failure in self-therapy from one hand and the increased severity of the 
symptoms from the other hand, the participants were obliged to disclose their 
problems to others. The findings of this study supported the view that the more visible 
and intense the symptoms, the greater the likelihood that the participants would 
disclose their urinary problems to others for seeking help and this view has been 
supported by Hays et al. (1993) and Mansergh et al (1995).
Seeking help was a process which resulted from the disclosure strategy, and 
thus the participants accessed different referral systems including the family member 
especially their spouse, close reliable friends who experienced the same illness, and 
finally a trusted authoritative professional or health care practitioner. Such a process 
of seeking help involving consultation with the family members, friends, and the 
health professionals has been previously reported by Freidson (1970). In general, it 
can be argued that the help-seeking process includes two periods: a preclinical period 
before contact with the physician or the emergency room via lay referral system 
(family members and/or friends), and a clinical period thiough involvement of health 
care professionals, as noted by Morse & Johnson (1991).
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Irrespective of the lay referral system, the patterns of men’s help-seeking 
behaviours and social factors determining these behaviours had important 
consequences in health care system. Previous research supports the popular belief that 
men are often unwilling to seek help from health professionals (Padesky & Hammen 
1981; Thom 1986; Husaini et al. 1994). Moreover, men appear to spend less time 
with physicians during their visits than women, and receive less advice from health 
professionals (Courtenay 2000). Therefore, it is important to understand how 
masculinity ideologies relate to the men’s help-seeking behaviours? In this study, 
men’s wives mostly took them to the doctors, and thus gained more information from 
their consultations in comparison with the times when they were visited on their own.
In terms of the role of family members in seeking-help, the findings of this 
study showed that the participants prefeiTcd to discuss their urinary problems with 
their spouses initially, while they sought help from others. This finding is in 
agreement with the view that men generally seek most of their health care support 
from their spouse (Antonucci & Akiyama 1987; Harrison et al. 1995; Gray et al. 
2000). This support made a great opportunity for the participants to gain more 
knowledge, to understand the nature of the symptoms, and to manage the illness in an 
appropriate way. These results have similarly been reported previously by George and 
Fleming (2004) who have consistently demonstrated that the wife can play a 
significant role in encouraging men to seek professional help and making them aware 
of issues about the early detection of the disease.
In addition to disclosing to the wives, some of the paiticipants sought help 
from their friends who experienced similar urinary symptoms. As a result of being 
aware of some psychosocial dilemmas of the illness, especially its therapeutic
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consequences such as incontinence and impotence, some of participants either 
avoided or delayed using medical cares.
6,2,3. The disease processing of prostate cancer detection
“The disease processing” was the final stage of men’s perceptions. At this 
stage, men’s perceptions focused more on psychosocial aspects of prostate cancer. 
The main social concept o f disease processing was emotional aspect of masculinity. 
The main phenomenon of this process was named “seeking diagnosis The timeline 
of the disease processing was significantly revealed the psychosocial aspects of the 
disease. At this stage of detection processing, men’s ill health issue converted from a 
prostatic disorder to a suspected malignancy.
In Iran men are not informed about their cancer by their family and physicians. 
Therefore, they have no idea about the cause of their symptoms at the beginning so 
that they have no active role in following their illness. Making the cancer hidden from 
the patients has root in social stereotypes about malignant diseases. People usually 
have a negative impression about cancer. Cancer means death and is deemed as an 
incurable disease. Therefore, the participants’ family and their physicians often 
attempt to hide the prostate cancer confirmation from patients. However, men become 
gradually suspect of their malignant diseases when they reach to the end stages and 
have to undergo chemotherapy or radiotherapy.
Suspected malignancy as the label of men’s ill health at this stage of detection 
processing led them to select struggling as the next strategy after hiding and 
disclosing of the symptoms. Regarding the emotional aspects of the disease, they 
struggled to rule out the suspected malignancy and defined the disease as a benign and
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cui'able disease. Although, some o f the participants realized that they have cancer at 
the end stages of treatment procedures and their awareness had a positive influence on 
facilitating the detection process.
Seeking diagnosis as the main action o f the disease processing of prostate 
cancer detection had two medical and social aspects. The medical aspects of seeking 
diagnosis will be discussed in the next section of this chapter. But social aspect which 
focuses on social factors is logically unrelated to the medical issues, but can have 
dramatic influences on the men’s decision for seeking diagnosis (Eisenberg 1979). 
One of these social issues which revealed in this study was the patient-doctor 
relationship that had an important role in seeking diagnosis. In this respect, there were 
some important issues including the difficulties of establishing this relationship from 
the patient’s point of view rather than the clinician’s (Jackson & Kroenke 1999). 
Bensing (1991) has argued that the communicative aspect of this relationship is 
influenced by behaviour of physicians and their communication skills. This study 
revealed a negative perception of men regarding patient-doctor relationship. 
IiTespective o f poor patient-doctor relationship, authority of physicians and patients’ 
confidence in health professionals were important characteristics of seeking diagnosis, 
which were presented by the participants. This finding has been similarly reported by 
previous authors, such as, Kraetschmer et al. (2004) who have consistently 
demonstrated that most patients prefer trusted physicians and want to share in 
decision-making.
Regarding the intervening factors in seeking diagnosis, it seems that specialist 
may have an important role thiough the diagnosis process. But the findings of this 
study indicated that GPs had a significant role through the detection process
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particularly in the siclmess processing and disease processing of prostate cancer 
detection. GPs’ interactions will be discussed in more details in the next section of 
this chapter.
6.2.4. The social construction of men’s perceptions
The study findings indicated that masculinity was the major social 
construction thiough the men’s perceptions processing of prostate cancer detection. 
These findings support the view that the contextual conditions of prostate cancer 
symptoms (urinary dysfunctions) are most closely concerned with men’s urogenital 
system. Therefore, these dysfunctions might adversely influence men’s gender as well 
as men’s sexual activity. Gender refers to the socio-cultural distinctions between 
masculine and feminine and indicates their different social roles and functions. In this 
regard, masculinity is a social construction (Chappie & Ziebland 2002). Therefore, it 
is necessary to explain the effects o f prostate cancer on men’s sense of masculinity 
and then to find out the links between masculinity and the early detection of the 
illness. In general, prostate cancer as a gender threatened disorder is a highly social 
constructed illness. For this reason, masculinity shapes men’s health behaviours. 
Through the different stages of detection processing, masculinity was represented 
with three figures including 1) physical concept of masculinity which was more 
effective on the illness processing, 2) the social concepts of the masculinity which had 
more influence on the siclmess processing, and 3) the emotional meaning of 
masculinity which was more visible in the disease processing of prostate cancer 
detection.
The fuidings of this study confirms previous research which have shown that
men do not like to express their symptoms and are more reluctant to talk about their
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physical dysfunctions unless in a really serious condition such as having acute urinary 
retention (Chappie & Ziebland 2002; Kelly 2004). It seems that social construction of 
prostate cancer forms men’s action strategy to manage the symptoms by self- 
monitoring. Using this strategy, masculinity became a barrier in the early diagnosis 
of the illness and often led to delay in seeking help and seeking diagnosis.
In male dominant societies, like Iran, men have a significant individual role in 
the family and society as a whole. They prefer to maintain this social position strongly 
and do not like to be considered weak. Based on this belief, men feel that they would 
lose their power and become disabled if people become aware of their urinary 
problems. Such an approach to gender position in Iranian society led them to manage 
their illness through non-disclosure of the symptoms. Therefore, maintenance of 
masculinity had a significant influence on the participants’ perceptions about the 
urinary symptoms.
The findings of this study showed a salient relationship between masculinity 
and men’s help-seeking behaviour. The inter-relationship between masculinity and 
men’s help-seeking behaviour, as found in this study, have similarly been reported by 
Courtenay (2000) who has consistently demonstrated the social construction of 
masculinity as an important influence on men’s seeldng-help behaviour. This finding 
also confirms previous research that had identified a significant role of masculinity in 
men’s help-seeking behaviours (Addis & Mahalik 2003).
Moreover, the findings of this study demonstrated that seeking a diagnosis has 
been complicated by the unwanted side effects of the therapeutic procedures of the 
illness such as impotence and incontinence. The findings of the study by Kiss and
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Meryn (2001) support the view that the side effects of prostate cancer affect the 
masculine aspects of male identity (Chappie & Ziebland 2002).
In summary, through the detection process, the social dimensions of the 
illness were gradually extended. This extension was affected by different social 
factors such as masculinity, the role of family (wife), GPs’ interactions and specialist 
role. These factors had an inclusive effect instead of an isolated consequence. 
Regarding the significant role of GPs through the detection processing especially 
seeking help and seeking diagnosis, the findings from the GPs’ interviews are 
discussed in the next section with other social constructions of prostate cancer.
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6.3. Discussion on GPs’ interactions
Iranian general practitioners (GPs) although work in a general field of 
medicine, but they mostly practice in one or more especial fields such as Internal 
medicine, Pediatrics, Gynecology, Communicable diseases, etc.. For this reason, GPs 
address diseases like cancer less. Nevertheless, as they approach a variety of illnesses 
and also different groups of people, they have the opportunity to deal with a broad 
spectrum of patients’ and therefore, they are able to provide them different services 
from prevention to diagnosis and treatment. They could be a key person in these 
different stages and this is the unique privilege o f GPs practice.
As discussed in section one of this chapter, through the process of prostate 
cancer detection GPs played an important role. Using a socio-epidemiological 
perspective and grounded theory approach with theoretical perspective of social 
constructionism, attempt was made to explore Iranian GPs’ experience through the 
detection process of prostate cancer. To analyze the findings from the GPs’ interviews 
an appropriate health professional framework was sought.
Taking research questions into account, three assumptions were considered to 
develop a health professional framework including 1) focus on the detection process 
of prostate cancer, 2) concentration on the professional construction of the illness and 
3) deliberation the role of social organization of the illness.
The results of this study showed that there was not a professional fiamework
to discuss the GPs’ findings and to formulate their interaction process. Therefore,
based on the above assumptions, a theoretical scheme was developed to justify the
process of the GPs’ interactions thiough prostate cancer detection. This framework
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was named as “GPs’ interactions process of prostate cancer detection” as an emerged 
professional framework. This framework consisted of two levels of GPs’ interactions 
including 1) interaction in professional level with clinical and practical processes and 
2) interaction in social level with lay system and health system processes (Table 6.2).
Table 6.2: GPs* interactions process ofprostate cancer detection
Level —> P ro fess ional Social
P ro c e ss  —> Clinical P ractical Lay sy stem  Health system
C ase  Patient D isease patient's relatives Health system
C n n H i t in n  Doctor-patient Professional concept social construction Social organization 
relationship of the illness of the illness of the illness
Interaction Communication Reflection Making a decision Referring
Throughout the detection process, there were interactions between the GPs 
and different cases including patient, disease, relatives and health system. The 
conditions and interactions of these four levels would be discussed below in more 
details.
6.3.1. Professional interactions
At the professional level the GPs were involved with patient and disease. 
They tried to make communication with patients and attempted to deal with the 
disease. In this level, the GPs were involved with clinical and practical approaches to 
mange the process of the detection.
6.3.1.1. Clinical process
In the clinical process of professional interactions, the GPs attempted to make 
communication with patients to recognize their problem. The level of this relationship
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depended on the GPs’ clinical knowledge and technical skills as well as the nature of 
the social construction of the relationship which existed between them in Iranian 
society. Freidson (1988, p.207) defined “illness is a type of deviation or deviance 
fi'om a set of norms representing health or normality”. To return patient to a normal 
state of health, doctors and patients both need to work together through the socially 
prescribed role for them. It seemed that to be necessary to explore which factors had 
been either triggers or barriers through the interaction process of prostate cancer 
detection.
The findings of this study illustrated that both GPs and men, had general 
expectations to be involved in the tasks of diagnosis. Men expected that their 
symptoms to be a temporary issue and wanted to feel well as soon as possible. GPs 
expected to apply their knowledge and experiences for returning of the patient’s 
health and welfare through their practicing process. These expectations were 
congruent with the sick role and doctor’s role model (Scambler 2003). However, the 
findings of this study confirmed the existing tensions and strains between GPs and 
patients. There were two types of conflicts which were able to explore the tensions in 
their relationship including 1) men’s socio-cultural values to express their symptoms 
and 2) GPs’ own values and criteria to evaluate the symptoms.
In terms of men’s characteristics, their awareness and their social class were 
the main factors which influenced their symptoms expression. The findings of this 
study confirmed previous research that showed inadequacy in men’s knowledge and 
awareness of prostate cancer could influence their interactions through the detection 
process (Docherty et aU 2007). Moreover, men with a low social and educational level 
attended less in consultation and were reluctant to express their symptoms in more
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detail or to ask questions (Deibeit et al. 2007). In contrast, having more knowledge 
about the illness, gave men a greater chance and opportunity to participate in the 
consultation in terms of explanation of their symptoms and clarification of the 
detection procedures.
Regarding GPs’ characteristics, the findings indicated that there were some 
professional concepts which influenced their interactions through the process of 
prostate cancer detection. As expected, they had adequate knowledge for prostate 
cancer detection. Professional experience was another concept. Although they got 
adequate experiences and technical skills to manage their cases, the findings indicated 
a conflict in terms of using the technical skills in social relationships. Moreover, 
considering the socio-cultural aspects of the urogenital symptoms of the illness, 
professional gender was another conflict in female GPs’ interactions and 
relationships. The impact o f this issue was depended on the GPs’ social role. For 
example, family GPs either male or female had greater and deeper interaction with 
their patients than non-family GPs. Therefore the findings contributed to a gieater 
understanding of the GPs social role instead of just their professional roles.
Regarding the role of patients and GPs, the findings o f this study reflected the 
point of Scambler (2003) who illustrated three types of doctor-patient relationship 
through the detection process of prostate cancer.
■ Paternalistic relationship which refers to a doctor dominant relationship. This 
type of relationship is a traditional form of consultations and it was a common 
type of doctor-patient relationship in Iranian society especially in approaching 
low and middle social class patients.
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■ Mutual relationship which is a new pattern of doctor-patient relationship. In 
this form patients have an active involving role in which both patient and 
doctor participate to exchange their expertise. In this kind of relationship the 
GPs attempt to bring their clinical knowledge and technical skills and patients 
try to express their perceptions and experiences of the illness. This type of 
doctor-patient relationship was uncommon in Iran and often was seen in 
approaching high educated and high social class patients.
■ Consumerist relationship which refers to the patient dominant relationship and 
it was rare in Iranian society especially in low and middle social class. But 
regarding the undefined professional position of GPs in Iranian health systems 
it could happen especially by the patients with high social class.
Due to an important role of doctor-patient relationship as a social construction 
of the illness, the findings of this study suggested that this issue needs more 
investigation.
6,3.1.2. Practical process
In the practical process the GPs attempted to mange the clinical findings and 
tried to deal with the etiopathology of the symptoms. Through this phenomenon, 
dealing with the illness was formed based on three components including 1) dealing 
with epidemiological background of the different possible diagnosis o f the symptoms, 
2) dealing with professional skills to choose an appropriate diagnostic procedure, 3) 
transaction with professional and social conditions which surrounded their practical 
process.
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At the beginning of the practical process, the findings showed that the GPs 
reviewed the clinical and epidemiological background of the symptoms to recognize 
different diagnosis. Regarding the contradiction between the risk and natural history 
of the illness (Frankel et al. 2003), the GPs attempted to find out conclusive evidence 
for suggesting the possible relation between the symptoms and prostate cancer.
The findings o f this study reflected that there was not a certain policy to 
manage the detection of prostate cancer in Iran. After taldng history of the patients 
and discovering the symptoms, GPs managed the patients according to their own 
decision, based on the ways digital rectal examination was socially constructed in 
Islamic societies; it seemed that this test was a barrier in the practical process of the 
detection as Nagler et a l (2005) pointed out. The findings were in agreement with the 
previous research that GPs often attempted to avoid this clinical detection test. 
Therefore, the majority o f the GPs preferred to omit this test through the detection. In 
contrast of digital rectal examination, which was discomforting and embarrassing for 
the patients, PSA and ultrasound were tests that are more acceptable for both patients 
and GPs as Brett et al. (2005) and Chan et a l (2006) found. Although the GPs often 
preferred to use PSA test as an appropriate diagnostic test, there were some 
limitations from different insui'ance companies that only accepted to pay for the tests 
which were ordered by the specialists instead of GPs. Considering the complexity of 
prostate cancer diagnostic procedures, the GPs managed this process in different 
ways. Therefore, it was difficult to say which approach is right or wrong.
Through the practical process, the GPs were involved with two conditions 
including the load of work and specialization. Concerning the load of work, the 
findings indicated that there was not a standard hour of work for GPs for daily or
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weekly practising. They were working in different sectors such as governmental, 
charity, or private clinics with different policies. In the public clinics, either 
governmental or private, they were working with a large number of out-patients.
The findings also indicated that specialization had a multidimensional 
influence on the detection process of prostate cancer. It seems that this concept was 
resulted in adopting therapeutic rather than preventive strategies. Nowadays, Iranian 
families are interested in the prevention of their childhood infectious through 
vaccination, but they pay less attention to prevention from chronic diseases or 
cancers. According to this socio-cultural construction of chronic diseases, people’s 
demands would be focused on therapeutic services instead of preventive services. 
Therefore, the Iranian health systems (either governmental or private) in order to 
respond to this social demand planned to meet these requirements and have had less 
attention to the preventive strategies for chronic diseases. In this social context, 
therapeutic services were seen as a professional job which is mostly provided by 
specialists. Whereas preventive services which are mostly provided by GPs and health 
workers, were not considered as important as therapeutic services. These conditions 
resulted in a limitation of GPs professional autonomy.
The findings also demonstrated that the GPs had not a defined position in the 
process of prostate cancer detection. Therefore, there was not enough motivation for 
the GPs to get more involved in the early detection of chronic diseases or cancers. 
They just attempted to improve their therapeutic skills instead of applying their 
professional potentiality in preventive counselling. This study contributes to a greater 
understanding of the practical paradox of the current policy (therapeutic) and a 
holistic policy (preventive) in the context of Iranian health system.
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6.3.2. Social interactions
As it was already mentioned, GPs’ interactions process of prostate cancer 
detection consisted o f two levels of GPs’ interactions including interaction in 
professional and social level. At the social level, the GPs were involved with patients’ 
relatives and health system. They tried to make an appropriate decision to manage the 
detection process and also choose to refer or not to refer patients for further diagnostic 
investigations and specific therapeutic interventions. This level was processed through 
two different systems including 1) social lay system, and 2) professional health 
system. In this level, the GPs were more involved with systems rather than the illness.
The findings of study revealed that the GPs involved with different 
intervening condition through this process which can be classified in two groups 
including 1) social context and 2) social structure of lay system. Social context of the 
lay system process refers to the lay people medical knowledge rather than 
professional clinical knowledge. Social structure of the lay system refers to the role of 
social life which was structured with social identity, social trust, and social support. 
Moreover, the findings indicated the significant role of family members, specially 
wife and friends who had experienced the same illness.
Based on the findings of this study, GPs believed that their patients had no 
information about prostate cancer. Hence, from professional point of view, they 
basically focused on understanding the risk of malignancy and made decision for 
appropriate preventive procedures. But from the lay medical Imowledge perspective, 
lay people focused on knowing the risk of the illness to health and looked for 
reproducing or finding out the existing social ideals and values,
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The GPs’ findings illustrated that there was a developing process of lay 
medical knowledge through the patient’s interactions. In this respect, there was 
initially a “meeting between the knowledgeable expert and the ignorant lay person” as 
Nettleton (2006, P. 137) argued. But the lay medical knowledge was gradually 
extended towards understanding the illness rather than the urinary symptoms and to 
realize a serious risk of health instead of a temporary health related issue. The 
findings of this study contribute to a greater understanding of the quality of the GPs 
interactions and its effects on the time and period of the detection process of prostate 
cancer.
The findings indicated a complex structure of patients' social life and its 
impact on detection process of prostate cancer. Regarding gender issues of prostate 
cancer (either in relation to urinary symptoms or therapeutic consequences of the 
disease like impotence); there was a significant relationship between the detection 
process and patients' social identity. Chappie & Ziebland (2002) have argued that 
fi'om patients' perspective, defect on social identity is a price to pay for keeping social 
life. But, as Boehmer & Clark (2001) pointed out, due to the socio-cultural issues 
patients apparently talked little about this subject. Therefore, the extent to which the 
effects of social identity were seen as a problem could be considered from 
professional perspective. In spite of significant role of masculinity and gender identity 
in Iranian society, surprisingly data analysis suggested that this issue was not 
considered adequately by health professionals through the detection process. Hence, 
there were a few reflections and interactions regarding the gender issues o f the illness 
and its effects of the patients' social life.
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In the case of social support, the findings suggested that family had the main 
supportive role through the detection process. These supports can be emotional and 
/or financial. The findings of this study supported Bottorff and his collogues’ view 
(2008) who argued that traditional feminine construction for nurturing and caring for 
the men in family facilitate the process of detection. According to the study findings, 
patients' wives were able to understand and to mange men’s illness behaviours, 
because they were capable to facilitate following their husbands’ symptoms through 
the health system having more social communications in the lay system.
The results of this study revealed that there was not a comprehensive social 
system to support cancer care in Iran. Regarding the financial support, it was mainly 
provided by the family and also health insurance agencies. The majority of these 
agencies had a passive role to support detection and treatment procedures. But 
regarding the non-financial support, there was not a systematic support group for 
psychosocial issues of prostate cancer through the detection process. The findings of 
this study highlighted the necessity of developing cancer support group in Iran.
Regarding the financial relationship between patients and doctors in Iran, 
social trust had more effective role through this business process. In this respect, the 
findings suggested that trust to physician was deeply depended on the outcome of 
detection and treatment procedures. It was showed in this study that how trusted 
health professionals facilitated the process o f prostate cancer detection.
In addition to the impact of lay system concepts and structure, physician often 
expressed different perspectives about the outcome of prostate cancer detection. They 
had either positive or negative viewpoints. The findings of this study demonstrated
that the GPs mostly expressed their positive perspectives on prostate cancer detection.
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Also they were not keen their negative views about the outcomes of therapeutic 
procedures to be explored. Even though, the GPs often preferred to refer their patients 
to the specialists, there were still controversies in detection and treatment procedures 
of prostate cancer from their perspectives, as they did not receive sufficient and 
applicable feedbacks from the specialists.
Referring was the final phenomenon in the process of GPs’ practicing to 
manage detection of prostate cancer. Based on the practice setting, referring could be 
active or passive. In active referral system the GPs and patients (or their family) 
involved within the process. There was a dynamic process to make decision for 
referring, to choose expert specialists, to refer with full details, to receive feedback 
from specialists and to follow patients after completing therapeutic procedures. Active 
referral system was dependent on the GPs individual plan and it was mostly done in 
non-public or non-governmental clinics.
The findings suggested that passive referral system had its roots in the health 
social constructions. It could have resulted from different outlooks, which were 
existed in both governmental and private health systems in Iran. In these systems 
there were not well defined policies for referring the patients to the specialists. In the 
passive referral systems, there was a poor patient-doctor relationship with not good 
enough information of referring.
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6.4. Conclusion
Based on the study findings, men’s perception was conceptualized as a 
sequential processing framework entitled: "Men’s perception processing of prostate 
cancer detection". In this framework the processing of prostate cancer detection was 
elaborated as three stages including 1) the illness processing, 2) the sickness 
processing 3) the disease processing. The core category in this process was "seeking 
to know the illness".
GPs’ interactions through the process of prostate cancer detection were 
conceptualized as a sequential process referred to as “GPs’ interactions process of 
prostate cancer detection”. This framework consisted of two levels of GPs’ 
interactions including 1) professional interaction process 2) social interaction process. 
The core category in this process was "interacting to assess the risk of prostate 
cancer".
The integration between two categories o f "seeking to know the illness" and 
"interacting to assess the risk of prostate cancer" resulted in informed decision- 
malting in the process of prostate cancer detection. Informed decision- making was 
the consequence of reciprocal interaction between patient and physician for referring 
the patient to the specialist. Therefore referring was the final phenomenon in the 
process of GPs’ practicing to manage detection o f prostate cancer.
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7.1. Introduction
In quantitative part (Phase 2), the findings from the qualitative pai1 of the 
study were used to develop a questionnaire for a survey study. This survey was 
designed to explore the practice patterns of the early detection of prostate cancer in 
Iranian GPs’ population. Moreover, it was used to test the validity of the findings 
from the qualitative part of the study especially the developed theoretical schemes.
This chapter provides a description of the survey methods and materials 
(phase 2), commencing with a rationalization for choosing the survey, aims and 
research questions, with an illumination of the study variables and measurement scale. 
This is followed by an explanation of the development of the questionnaire, a 
description of the study population and details of sampling frames. The final part 
explains the method of data collection and data processing,
7.2. Research questions of the survey
The research questions of the survey were designed to investigate the extent to 
which the findings from the Iranian GPs’ perceptions on the early detection of 
prostate cancer would be corroborated through a large sample of the GPs’ population 
in Mashhad city, which is the biggest city in Iran after Tehran. The survey explored 
domains regarding the GPs’ beliefs on the detection of prostate cancer, factors and 
characteristics related to the process o f the early detection. The following questions 
were formulated.
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1. What are perceptions of Iranian GPs on the detection of prostate cancer?
2. What are the current practices of Iranian GPs in relation to detection of 
prostate cancer?
3. What are the triggers and barriers for the early detection of prostate cancer 
from the GPs, perspective?
4. What are the gaps in the process o f the early detection of prostate cancer?
5. What are the GPs' recommendations to enhance detection of prostate 
cancer at the early stage?
7.3. The study variables and the measurement scale
The survey questionnaire was designed based on the findings from the 
qualitative part of this study, as alluded to earlier. Through the process of formulating 
the questionnaire, the most relevant concepts for the study of Iranian GPs which were 
related to the early detection of prostate cancer were selected and categorized to four 
sections including 1) the Iranian GPs’ practice pattern, 2) the triggers and barriers 
inherent in GPs’ practice, 3) the triggers and baiTiers o f illness detection from the 
GPs’ perspective, 4) the effects of the Iranian lay and health systems o f care toward 
the detection of prostate cancer and 5) the suggestion for future strategies to improve 
prostate cancer detection.
To formulate the survey questionnaire, the obtained concepts were converted 
directly or indirectly into measurable variables. It seems that it was necessary to 
formulate an operational definition o f the measurable variables. The measurable 
variables in this study were either subjective or objective. For instance GPs’ attitude
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towards the detection of the prostate cancer was subjective and was mainly measured 
by ordinal or ranking measurement scale. Instead, some of the variables such as GPs’ 
demographic factors and their practicing patterns towards the early detection of the 
illness were objective. These types of variables were easily measured by ratio 
measurement scale (Kumar 2005).
7.4. Developing the questionnaire
The questionnaire was developed thiough the collaboration of the researcher 
and his supervisors. The development process was carried out in four phases 
including item extraction, item selection, item evaluation and item categorisation 
(World Health Organization 2001).
The most relevant concepts describing the different aspects of the early 
detection of prostate cancer from men and GPs’ perceptions were extracted from the 
findings (chapter 5). The meaningful information was used to carry out an analytical 
survey for identifying the different aspects of prostate cancer detection by Iranian 
General Practitioners.
All extracted items were discussed and evaluated through a qualitative process 
by the researcher and his supervisors in case of doubt or discrepancies. Those 
meanings included were slightly reworded as statements which were able to use as 
items in an initial questionnaire. However, the meanings which were considered 
inappropriate, ambiguous or redundant were excluded.
The selected items were edited to create a preliminary questionnaire for a pilot 
study to address the internal consistency, reliability of selected items and to minimise
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replication, as recommended by Jarvis and Worth (2005). The pilot study was carried 
out using the same procedures that were finally used in administering the 
questionnaire among 50 Iranian GPs’ from different places (high, middle and low 
social classes) in Mashhad city. Twenty nine returned preliminary questionnaires 
were evaluated to identify questions that were poorly understood and ambiguous or 
had undesirable responses. These questions were eliminated from the questionnaire 
which was used for the survey.
The evaluated questions were categorised in five sections which are described 
in more detail below (Appendix 4). 1) Demographic information', this section asked 
respondents to provide demographic information such as age, sex, years since 
graduation, years in practice and employment position. 2) GPs' perceptions: in this 
section the respondents were asked to elaborate their perceptions on the early 
detection of prostate cancer. 3) GPs 'practice patterns: this part asked GPs to examine 
their current practice regarding different scenarios. Moreover, Iranian GPs were asked 
to examine whether they updated their information on detection of prostate cancer. 4) 
Triggers and barriers o f  prostate cancer detection: respondents were asked to
provide information about triggers and barriers of the detection of prostate cancer in 
Iranian society. 5) Gaps: Iranian GPs were also asked to indicate the possible gaps 
throughout the detection of prostate cancer and their recommendations to enhance 
their practice in detection of the disease.
7.5. The study population and data setting
The survey was carried out on the Iranian GPs population who have practiced in 
Mashhad city at the time of sampling. It is one of the holiest cities in the Shia world
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and located in the East of Iran (850 kilometres from Tehran). Mashhad is the centre of 
the Razavi Khorasan Province close to the borders of Afghanistan and Turkmenistan. 
Based on the 2006 population census, Mashhad has a population o f about 3 million 
with more than 25 million tourists and pilgrims every year (Statistical Centre of Iran 
2008).
There were different sources of data about the number of GPs in Mashhad city. 
Based on the information from the Mashhad Medical Council (a branch of Iranian 
Medical Council), about 1200 GPs practice in Mashhad. But, according to the report 
of the Office of Treatment Supervision, Mashhad University o f Medical Sciences 
about 1500 GPs had been permitted to practice in Mashhad city at the time of 
sampling. All GPs in Mashhad were included in the survey. However, 253 GPs 
without an accurate postal address were excluded. Moreover, 50 participated GPs in 
the pilot study were kept out as well.
7.6. Data collection
Data were collected in two phases. In the phase and based on the Mashhad 
Medical Council’s report, the first mailing survey was carried out on 1200 GPs’ who 
have practiced in Mashhad in July 20081. A package of the survey was mailed to 920 
GPs (by excluding 50 GPs from pilot study and 230 GPs without an accurate postal 
address). The package contained an information sheet, a questionnaire, a self- 
addressed freepost envelope, two consent forms (one for participants and the other to 
be returned to the researcher) in Farsi; copies of the documentation can be seen in 
Appendices (1,2 and 4). GPs were asked to return the questionnaire within three 
weeks o f receiving it. Through the period of the first survey’s data collection, about
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270 questionnaires were retui'ned, but 650 GPs did not respond. Due to major 
incompleteness, 27 retuned questionnaires were excluded. Therefore, 243 completed 
questionnaires were eligible to be included with a response rate of 27.5%.
Through the first mailing survey, it was realized that there was another source 
of information about the GPs’ population who have practiced in Mashhad city 
(excluding countryside). This source was the Office of Treatment Supervision at 
Mashhad University of Medical Sciences and it seems that its data about GPs were 
more complete in comparison with the first data source. By comparing these two 
sources of data in terms of their name and address, there were about 300 GPs more 
than the first source. But, 920 GPs from the first mailing survey and 50 GPs from the 
pilot study were the same. By excluding 970 GPs, 530 GPs name and address were 
evaluated from the both data sources. Following this group of GPs, 253 GPs were 
excluded due to lack of an accurate postal address and 277 GPs were recognized to be 
eligible for the second phase of the survey.
Regarding the importance o f the precision and the generalizability o f the study 
findings and to increase the survey response rate, the second mailing survey was 
carried out on 954 GPs (650 non-responded GPs Plus 27 uncompleted questionnaires, 
and 277 eligible GPs who were missed from the first survey). From the second 
mailing survey 339 questionnaires were returned. By excluding 21 uncompleted 
questionnaires, 372 questionnaires met the eligibility criteria and were added to the 
previous returned data. At last, 615 completed questionnaires were received from the 
first and the second mailing surveys.
In conclusion, out of 1500 GPs (total population) of the first and the second
sources, 303 GPs were excluded (50 from pilot study and 253 due to lack of accurate
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postal address). Finally, out of 1197 surveyed GPs, 615 GPs participated in the survey 
with the response rate of 51.37% (figure 7.1).
Figure 7.1: Flowchart o f  the first and second survey data collection processes
1200 ÔPs are iMncilctr^  In Mashhad eHÿ based on the r^ rt of 
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Based on the data source of the Mashhad Medical Council, the first mailing 
survey was carried out on 920 GPs. Through this phase 270 questionnaires were 
returned. Due to the incompleteness, 17 questionnaires were excluded. However, 253 
completed questionnaires were met to be eligible and included with the response rate 
of27.5%.
To increase the response rate of the study, the second mailed survey was 
carried out on 954 GPs including (a) 650 non-responded GPs, (b) 27 uncompleted 
questionnaires from the first mailing survey, and (c) 277 eligible GPs who were 
missed from the first survey. By excluding 21 uncompleted questionnaires from 339 
returned questionnaires, 327 questionnaires were met the eligible criteria with the 
response rate of 39%. Therefore, the second mailing survey by follow up letters 
improved the response rate significantly. Finally, the data of 615 completed 
questionnaires from 1197 surveyed GPs were entered into the SPSS V.16 software 
with the response rate of 51.37%.
7.7. Response rate
The survey aims to ascertain the GPs’ perceptions about the early detection of 
prostate cancer. The survey’s questionnaire is initially sent out by mail, and the 
response rate was about 27% from the first mailing survey. The postal suivey is a 
quick and easy option for data collection with potential non-response bias. This bias 
can have a significant impact on both the precision and the generalizability o f the 
study findings. There are no a magic figure to justify and discuss the survey’s 
response rate, but it is clear that higher response rate is better (Campbell et al. 2008).
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The lower response rates are problematic because the GPs who did not 
respond may be different from those who did. Moreover, low response rates can 
create non-response bias. Various techniques are available for dealing with low 
response rates to reduce potential bias (Dawson & Trapp 2001). The on-line technique 
is not an available method o f collecting data from Iranian general practitioners. The 
phone interview by structured questionnaire with a random sample of non­
respondents is not yet an effective method to bring the response rate up. Despite 
utilising sound technique among 50 GPs, there was just one reply and the response 
rate of non-respondents was extremely lower than those achieved from the paper 
questionnaire survey (2%). Therefore, the intensive mailing follow-up of a sample of 
non-respondents was carried out to bring the response rate up. Using the follow-up 
technique, 393 questionnaires were returned. By excluding 21 questionnaires because 
of the major ambiguity, 372 questionnaires were added to 243 inclusive 
questionnaires from the first mailing survey. Finally, the data from 615 included 
questionnaires were extracted. Giving a response rate of 52 % was resulted to 
increase power of the study and to decrease the potential non-response bias. 
Moreover, there is challenging in terms of using response rate as an indicator of the 
data quality (Abramson & Abramson 2008; MacDonald et al. 2009). Nevertheless, 
the findings from the second postal survey on the non-respondents GPs were not 
different to the first postal smwey’s findings in some important variables of their 
beliefs and perception on prostate cancer detection.
7.8. Method of data processing
The obtained data from responded and completed questionnaires were analysed
using SPSS (V.16) software. Before entering the data into software an SPSS
230
Dr. A li Taghipour Chapter?: Method o f the survey
codebook was designed to illustrate the variables’ names and their codes (Table 7.1) 
The codebook provided the variable names with coding number instruction, because 
all data in SPSS should be entered as numbers. In practice, it was a very useful 
strategy to have a reference point and to add any codes for other categorical variables.
Table 7.1: A S P S S  c o d e b o o k  for the ob tained data
SPSS variable name Coding instructions
Age (pure) number
Age group 1=329 yr 2= 30-39 yr 3= 40-49 yr 4= 50-59 yr 5=:
Sex 1=male 2=female
Since yr graduation (pure) number
Since yr graduation (group) 1 =39 yr 2=10-19 yr 3=20-29 yr 4=230 yr
Since yr practicing (pure) Number
Since yr practicing (group) 1 =39 yr 2=10-19 yr 3=20-29 yr 4=230 yr
1. Governmental 1=yes 0=no
Employment
2, private 1=yes 0=no
3. charity 1=yes 0=no
4. own 1=yes 0=no
Place of practice 1 = High social 
area
2 = Middle 
social area
3 = low 
social area
* Social areas were classified by Mashhad council which is based on the socioeconomic levels.
Setting up an SPSS database was carried out using the above codebook. Based 
on the questionnaire 133 variables’ names were defined. This process was conducted 
using appropriate variable characteristics such as name, type, value, missing data, and 
measurement scale. Then, the data from 615 questionnaires were entered into SPSS 
(V.16) by the researcher. Finally, the entered data were checked using different 
approaches including checking categorical data and checking numerical data. In terms 
of categorical data, for example 1 and 0, it was easy to check the values’ number. In 
case of numerical data, for example age, which has an upper and lower limits number, 
there was the possibility to check the value lies outside of this range.
Analysis of the data was undertaken through utilizing the following statistical
processes and tests: 1) Descriptive analysis by frequencies of categorical data to
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provide an initial overview of the sample 2) Chi-squared test was used to examine the 
relationship between categorical variables in greater detail. This test was also utilized 
to determine significance In order to use multiple comparisons, the level of 
significance was set at P values <0.05 which indicates that the result is less likely to 
have occurred by chance. In other words, if  the P value is 0.05, that means that there 
is a 95% chance of the difference in observation reflects a real difference between 
population and a 3% chance that the difference is due to chance (Rothman & 
Greenlan 1998).
7.9. Ethical considerations
In addition to get an ethical approval fi'om the Iranian National Ethics 
Committee, Ministry of Health and Medical Education (Appendix 5) and also from 
the Research Ethics Committee, University o f Surrey (Appendix 6), the ethical issues 
were considered through the survey study. Similar to the phase 1, in the second 
phase of the study, all participants in this study received a pack including an 
information sheet and consent form (see appendix 1, 2). Moreover, a code number 
was used on each questionnaire to ensure anonymity of the participants. The survey 
questionnaires were stored in a locked area at the University of Surrey and were saved 
until the end of the project.
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Chapter 8: The Survey Results
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8.1. Introduction
The questions of the survey aimed to confirm the GPs' perceptions, their 
current practice, and triggers and barriers of the early detection of prostate cancer. 
The data analysis began with descriptive statistics to organize the data for giving a 
general meaning to the data and to understand more clearly, what is being seen. The 
numerical data were analyzed using simple descriptive statistics to run some 
frequencies. The categorical data were organized into five categories including GPs' 
perceptions, GPs current practice, triggers and banders of the early detection from the 
GPs' perspectives, the potential gaps through the process of the early detection, and 
the GPs' recommendations to diagnosis prostate cancer at the early stage. Different 
tests were employed to determine the relationship and difference between variables.
Additionally, the data were analyzed based on three main categories of GPs 
including GPs’ gender (male and female)^ GPs’ place of practice which was classified 
in practising in high, middle and low social classes, and GPs’ years of practising 
which can indicate their social experience to detect prostate cancer rather than their 
informed medical knowledge in medical schools. Overall, the results o f the survey in 
a large population of GPs in Mashhad city revealed the spectrum of practice in 
prostate cancer detection.
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8.2. Demographic data
To have a general view about the GPs, who participated, the main 
characteristics of the demographic data are presented. Based on the concepts were 
extracted from the qualitative study, six GPs’ characteristics were defined, including 
GPs’ gender, age, employment status, since years practising, place of practising, and 
number of admitted patients per day. These data were summarized in the Table 8.1.
Table 8.1; The Frequency of GPs* characteristics
Characteristics Male GP Female GP
Main criteria Sub-groups Frequency % Frequency %
1. Gender 399 64.9% 216 35.1% "
<29 years 22 5.5% 46 21.3%
2. Age 30 - 39 years 134 33.6% 88 40.7%
40 -  49 years 142 35.6% 62 28.7%
50 -  59 years 52 13.0% 18 8.3%
^ 60 years 49 12.3% 2 0.9%
Governmental (G) Health Clinic 66 16.5% 101 46.8%
Private (P) Health Clinic 52 13.0% 18 8.3%
3. Employment Charity (Ch) Health Clinic 8 2.0% 4 1.9%
Self-Employed (S-E) 109 27.3% 40 18.5%
Working in G & S-E 174 43.6% 32 14.8%
Working in G & S-E & (P or Ch) 12 3.0% 4 1.9%
4. Place of High social area 47 11.8% 22 10.2%
practice Middle social area 148 37.1% 94 43.5%Low social area 204 51.1% 100 46.3%
5. Since years <9 years 128 32.1% 112 51.9%
practicing 10 - 1 9  years 162 40.6% 76 35.2%20 -  29 years 62 15.5% 24 11.1%
S: 30 years 47 11.8% 4 1.9%
6. Number of =10 41 10.3% 16 7.4%
patients 11-20 110 27.6% 58 26.9%21-30 126 31.6% 64 29.6%
per day 31-40 63 15.8% 53 24.5%
&41 59 14.8% 25 11.6%
From the survey of 615 GPs who took part in the survey, 399 and 216 (65% 
and 35%) were male and female respectively (Figure 8.1). The gender’s percentage 
demonstrates a ratio of two males to one female GP of the population surveyed. These
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results support the same proportion which was reported by the Medical Council of 
Mashhad about the male and female GPs who were working in Mashhad city at the 
time of participating in this study.
Figure 8.1: The frequency o f  the male and female participated GPs
Female; 
216; 36%
The results revealed that the mean age was 42 years with a range of between 
25 years to 87 years. The female GPs aged 29 and 30 to 39 years were more frequent 
than the male GPs at the same aged groups. In contrast, regarding age > 60 years, the 
frequency of male GPs were more than the female GPs at the same age group.
This study utilized the participated GPs’ employment positions to reveal that 
there were four options of employment: governmental, private, charity and self- 
employment and two other options which refer to work in two or three health systems 
or health care clinics. The data showed that the majority of the female GPs practised 
either in the governmental system or in own clinics (65.3%), while it was 
approximately 43.8% for the male GPs. The results revealed that the majority of the
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male GPs (about 70%) were both self-employed and practised in their own clinic or 
without working in governmental, private or charity systems. They worked in two 
systems per day, for example, working in governmental, private or charity systems in 
the morning and practising at their own private clinics (self-employment) in the 
afternoon.
This study elicited information about the GPs’ place of practice. Based on the 
report of the Council of Mashhad, the city is divided into three zones including high, 
middle, and low. These three zones were classified based on the socioeconomic 
factors. The results revealed that the 89% of the GPs have practised in the middle or 
low social class areas in Mashhad city at the time of participating in this study. 
Regarding the different aged groups, four younger age groups have practised in 
middle and low social areas (<29 year = 100%, 30 to 39 years = 91.9%, 40 to 49 years 
= 90.2%, and 50 to 59 years = 82.9%). However, GPs aged > 60 years were more 
likely to practise in high social areas in Mashhad city (high =37.3, middle = 31.4%, 
and low = 31.4%).
The GPs were asked to indicate the number of years since graduating. The 
results of these two variables were very similar. Therefore, the practising period dates 
were selected and analyzed because this could have an influence on their experiences 
and their professional perceptions. The results showed that the mean years of practice 
were 13.15 years with the modal of 12 years. It can also be seen that this variable 
ranged from 1 year to 53 years. The results showed that 77.7% of the participated GPs 
have practised for less than 20 years. The results also revealed that 39% of GPs have 
practised in Mashhad city for less than 9 years.
In terms of number of patients caseload per day, the results showed that the
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majority of the GPs (>70%) saw 11 to 40 patients per day. The analysis of data 
showed that there was no significant difference between the caseload of the male and 
female GPs in terms of the number of patients seen per day.
In conclusion, the demographic data, it was highlighted that two thirds of the 
participated GPs were males. The majority of GPs were aged less than 50 years, in 
practice the sample reflected data seen in the registered population. Moreover, the 
majority of them have practised in the low or middle social areas. About 64% of 
female GPs have practised in governmental clinics.
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8.3. GPs’ perceptions of prostate cancer detection
GPs' perceptions refer to their beliefs and views that they had as a result of 
practice. GPs' were asked to illustrate their view in terms of the early detection of 
prostate cancer (Table 8.2).
Table 8.2: GPs' perception on the early detection of pro@t^ cancer 
Do you agree or disagree with the early detection of prostate cancer? (N=615)
A n s w e r  n_ % Next question_________ Different o p t io n s _____________________
Agree 358 58%
At which age?
By which type of screening
Disagree 257 42% By which reasons
50 -59 years
69 - 69 years________ ______
s  70 years _
All healthy men aged > 50 yr 
All healthy men aged > 60 yr
All men aged >50 yr with LUTS_________
All healthy men aged > 50 yr with familial
Controversial issue 
Therapeutic consequences
Aggressive treatm ent procedures
n %
328 92%
6%
2%
20%
22 
8
73 _____
30 8%
m 3 29% 
152 43%
118 46%
77
62
30%
24%
The results showed that 58% of the surveyed GPs were agreed with the need 
to detect prostate cancer early. The majority of them (92%) believed that prostate 
cancer detection must be started in men aged >50 years. Despite this belief, the GPs 
who participated thought that early detection was a priority for those men who had 
positive familial history of the disease or had lower urinary tract symptoms.
However, 42% of the surveyed GPs disagreed with the early detection of 
prostate cancer. About 46% of them have believed that there is confusion around the 
screening of prostate cancer and was still a controversial issue. Moreover, regarding 
the aggressive treatment procedures such as radical prostatectomy and therapeutic 
consequences such as incontinence, it was difficult for them to agree with the early 
detection of prostate cancer.
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8.4. GPs’ Current practices
Regarding their current practice, they were asked to answer which test they 
often used to detect prostate cancer. Table 8.3 displays those answers using different 
approaches including digital rectal examination (DRE), prostate specific antigen 
(PSA), ultrasound (US), combination of PSA and US, and using all of these 
approaches. The results showed that the majority of GPs (72.5%) were interested in 
ordering PSA, US, or both. However, only 1.5% of them were using just DRE 
approach to detect prostate cancer (Table 8.3). Therefore, PSA and US were the main 
approaches that were used by GPs to detect prostate cancer.
Table 8.3; The frequency of different approaches used by GPs
The detection Approaches Frequency /n Percent / %
1.DRE 9 1.5%
2. PSA 97 15.8%
" 3. US 142 23.1%
4.2 & 3 207 33.7%
5. All tests 160 26.0%
The figure 8.2 shows that there was different trend in using these tests by GPs 
dependent on different age groups and percentage of GPs. Although there was a 
similar trend to increase ordering PSA or US tests by increasing GPs’ age, this trend 
was completely different for using DRE. Moreover, it shows that the ordering of PSA 
test gradually increases in GPs aged > 40 year. Whereas the ordering of US test 
increase constantly by increasing GPs' age.
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Figure 8.2: The trend of using DRE, PSA & US approached in different aged groups
120%
100%
80%
60%
40%
20%
0%
< 2 9  yr 30 to 39 yr 40 to 49 yr 50 to 59 yr ^ 60 yr
Using DRE —■—  Using PSA Using US
Regarding the GPs' gender, the table 8.4 shows that ordering PSA test was 
significantly different in the male and female GPs (Pearson Chi-Square = 39.36, df 
=1, and P<0.001). However, in case of ordering US, it was similar for both the male 
and the female GPs. Moreover, the results showed that the GPs’ trend towards 
ordering PSA and/or US tests was relatively similar in different social class areas.
tab le  8.4: The relationship between GPs’ gender and using PSA test
GPs' Gender No (%) Yes (%) Chi-Square test value P value
Male 66(17%) 333(84%)
Female 85(39%) 131(61%) 39.36 0.000
Table 8.5 shows that it is clear that there is a significant difference in the 
males and females GPs to use DRE (Table 8.5). According to these results, the female 
GPs were not more interested than the male GPs to use DRE.
Table 8.5: The relationship between GPs' gender and using DRE
GPs' Gender No (%) Yes (%) Chi-Square test value P value
Male 256 (64%) 143 (36%)
Female 191(88%) 25(12%) 41.55 0.000
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There was a significant relationship between using DRE and the GPs’ place of 
practice (Pearson Chi-Square = 24.51, df =2, and P<0.001). Table 8.6 shows that 
using DRE by GPs decreased significantly from the high social area to the middle and 
low social areas in Mashhad city which may relate to the cost and availability of such 
investigations.
Table 8.6: The relationship between using DRE and GPs' place of practice
GPs' place of practice No (%) Yes (%) Chi-Square test value P value 
High social area 3 4  (4 9 %) 3 5  (5 1 %)
Middle social area 174(72% ) 68(28% ) 24.51 0.000
Low social area 239 (79%) 65 (21%)
The GPs were asked to describe their preferred approaches for particular 
cases. These approaches refer to medical actions or decisions to manage case such as 
physical examination, ordering laboratory tests (PSA and/or US), follow up, and 
referring these to Urologists. Six cases were defined based on different scenarios to 
investigate GPs’ practice patterns (Table 8.7). The results from these scenarios were 
classified in two categories including GPs’ practice patterns on asymptomatic and 
symptomatic cases.
The GPs, who participated, were asked to indicate which tests or decisions, if 
any, they might perform or order for detection of prostate cancer such as DRE, PSA, 
US, counselling, and referring to specialists. To realize the GPs’ perception on 
management of cases, the data were analyzed using three demographic criteria 
including GPs’ gender, GPs’ place of practice, and GPs’ since years practising.
The results illustrated that counselling was the main preferring approach 
selected by GPs to manage these six scenarios. Counselling refers to the use of 
different discussion skills by GPs to inform patients/his companions and to help them
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in making an informed choice about whether or not to undergo tests for prostate 
cancer detection.
Table 8.7: Different Scenarios
A man (age 55year) is fit and well and presents to the 
physician for his annual “check up”. He has no 
significant medical or family history.
Case 1
Case 2
Asymptomatic
Case 3
Case 4
Symptomatic Case 5
A man (age 55year) is well but is concerned that he is at 
risk of getting cancer. His brother was diagnosed with 
cancer of the prostate this week and his uncle died 
because of prostate cancer.
A man (age 5 5year) is fit and well and has reluctantly 
arrived to see the physician at clinic. His wife has 
persuaded him to attend after she saw a documentary on 
media about prostate cancer. He has come to seek 
physician advice about whether he should have a test 
done.
A man (age 65 years) presenting with lower urinary 
tract symptoms.
A man (age 65 years) presenting with lower urinary 
tract symptoms along with another chronic disease.
Case 6 A man (age 65 years) who is suffering from other disease but is suspicious of potential prostate cancer?
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_  A man (age 55year) is fit and well and presents to the physician for his annual “check
up”. He has no significant medical or family history.
In order to find out the GPs' perception to manage the detection of prostate 
cancer in the first case, cross-tabulation of the GPs’ characteristics and different 
approaches was run (Table 8.8). The results revealed that counselling was generally 
the main approach to manage the first case by male and female GPs. Moreover, it was 
revealed that this approach was preferred by GPs who had been in practice longer. 
This approach was also preferred for those GPs who have practiced in the high social 
class areas in comparison with GPs who have practiced in the middle and/or lower 
social class areas.
Table 8.8: The Frequency of approaches were used by male and female GPs for the case 1
DRE PSA US C ounselling  R eferring
No Yes No Yes No Yes No Yes No Yes
N / % N / % N / % N /%  N / % N / % N /%  N / % N / % N / %
Male 337/84.5 62/15.5 185/46.4 214/53.6 253/63.4 146/36.6 188/47J 211/52.9 327/93.0 28/7.0
Fem ale 190/88.0 26/12.0 136/63.0 80/37.0 145/67.1 32.9 10247.2 114/52.8 212/98.1 4/1.9
Total 527/86 88/14 321/52 294/48 398/65 217/35 209/34 325/66 583/95 32/5
After counselling, PSA test was the next frequent approach which QPs 
preferred to order for case 1. Although the frequency of this test was similar to the 
counselling approach, its preference was significantly different by male and female 
GPs in comparison with the counselling approach. In conclusion, counselling and 
PSA test were the foremost practice patterns to manage the first scenario by surveyed 
GPs. Regarding the GPs’ place of practice, ordering PSA and providing counselling 
were more used by GPs’ who have practised in the high social area in comparison 
with GPs’ who have practised in the middle and low social areas. Based on the GPs’ 
since years practice, GPs with <9 and > 3 0  since years practice were more interested 
to use DRE in the detection process.
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Case 2 A man (age 55year) is well but is concerned that he is at risk of getting cancer. His brother was
diagnosed with cancer of the prostate this week and his uncle died because of prostate cancer.
According to the familial history of prostate cancer in case 2, GPs’ practice 
patterns were completely different in comparison with the first case (Table 8.9).
Table 8.9: The frequency of approaches were used by male and female GPs for the case 2
DRE PSA u s  C ounselling  Referring
No Yes No Yes No Y es No Yes No Yes
N /%  N /%  N / % N /%  N /%  N / % N /%  N /%  N / % N / %
Male 321/80.5 78/19.5 135/34.0 262/66.0 17343.4 226/56.6 202/50.6 197/49.4 283/70 9 116/29.1
Fem ale 178/82.4 38/17.6 112/51.9 104/48.1 11452.8 102/47.2 100/46.3 116/53.7 150/69.4 216/30.6
Total_______ 499/81 116/19 247/40 366/60 287/47 328/53 302/49 313/51 433/70 182/30
Using PSA and US were more preferred in both male and female GPs in 
comparison with the first case. Running cross-tabulation of GPs gender and their 
ordering PSA test for the second case illustrated that there was a significant difference 
between the male and the female GPs (Pearson Chi-Square = 18.52, df = 1, P<0.001). 
The results were also revealed that female GPs preferred to refer the case to the 
specialist compare with the male GPs. The results revealed that the frequency of the 
different approaches to manage the second case was considerably higher in different 
social class areas. In conclusion, the results showed that having positive familial 
history had a significant impact in the GPs’ practising to mange the second scenario.
A man (age 55year) is fit and well and has reluctantly arrived to see the physician at clinic. His 
Case 3 wife has persuaded him to attend after she saw a documentary on media about prostate cancer.
He has come to seek physician advice about whether he should have a test done.
The analysis of the data on the third case illustrated the role of wife in 
managing men who was asymptomatic but has been persuaded by his wife to have a 
consultation with a GP (Table 8.10).
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Table 8.10: The frequency  of ap p ro a c h e s  w ere u se d  by m ale and  fem ale G Ps for th e  c a s e  3 
DRE PSA US C ounselling  R eferring
No Yes No Yes No Y es No Yes No Yes
N /%  N /%  N / % N /%  N /%  N / % N /%  N /%  N / % N / %
Male 343/86.0 56/14.0 247/61.9 152/38.1 303/75.9 96/24t.1 98/24.6 301/75.4 348/87.2 51/12.8
Fem ale 194/89.8 22/10.2 154/71.3 62/28.7 166/76.9 50/23.1 42/19.4 174/80.6 208/96.3 8/3.7
Total 537/87 78/13 401/65 214/35 469/76 146/24 140/23 475/77 556/90 59/10
The data analysis showed that from GPs’ viewpoint (specially the female 
GPs), counselling was more interested in this case in comparison with the first case. 
Ordering PSA or US tests and also using DRE for the third case were significantly 
lower than the first case which was similar to the first case in terms of being 
asymptomatic and having no positive familial history of the disease. Regarding the 
GPs’ years of practice, the majority of them avoided to order diagnostic tests (DRE, 
PSA and US). In terms of GPs’ place of practice, counselling was the main strategy to 
manage the third case. However, it was more used by the GPs who worked in the high 
and the middle social class areas (83% and 80% respectively). In conclusion, GPs’ 
management of this case showed that wife had a significant impact on the GPs’ 
approach in comparison with the first case.
Regarding the GPs since years practice, using counselling approach was 
increased by increasing years of practice. This increase may due to the development 
of their communication and counselling skills through their practice. Similar to the 
first scenario, GPs’ who practice in the high social area were able to provide 
counselling service to their patients in comparison to the middle and low social areas.
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Case 4 A man (age 65 years) presenting with lower urinary tract symptoms.
Regarding this case, the analysis of data revealed that GPs considered this man 
as high risk man with lower urinary tract symptoms (Table 8.11). The hallmark 
approach for case 4 was counselling so that more than four fifths of GPs made an 
attempt to provide this service and to give information of symptom management. This 
approach was increased from the high to the low social class areas, which can indicate 
the role of GPs in preventing process in the low class areas of Mashhad city.
In comparison with the asymptomatic cases, GPs were more interested to order 
PSA and/or US to detect prostate cancer in symptomatic cases. In terms of using 
DRE, the data revealed that there was a significant difference to use this approach in 
the case management (Pearson Chi-Square =53.31, df =3, P<0.001). However, it was 
significantly used by the GPs who had longer history of practising. Moreover, in 
contrast to the asymptomatic cases, the majority of GPs in different groups of since 
years practising were preferred referring the case to a specialist (54.1%).
Table 8.11 : The frequency  of ap p ro a c h e s  w ere u se d  by m ale and  fem ale G Ps for th e  c a s e  4 
DRE PSA US C ounselling  Referring
No Yes No Y es No Yes No Yes No Yes
N /%  N /%  N / % N /%  N /%  N / % N /%  N /%  N / % N I %
Male 238/59.6 161/40.4 140/35.1 259/64.9 116/29.1 283/70.9 57/14.3 342/85.7 198/49.6 201/50.4
Female 174/80.6 42/19.4 138/63.9 78/36.1 98/45.4 118/54.6 59/27.8 157/72.2 84/38.9 132/61.1
Total 412/67 203/33 278/45 337/55 214/35 401/65 116/19 499/81 282/46 333/54
The results also revealed that using DRE approach was significantly different in 
three social class areas (Pearson Chi-Square =15.50, df =2, P<0.001) and 
investigations were used more in the high social class areas in comparison with the 
middle and low social class areas, possibly reflecting differences. In conclusion, GPs’
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practice pattern was more active to manage this symptomatic case in comparison with 
asymptomatic cases.
Case 5 A man (age 65 years) presenting with lower urinary tract symptoms along with a chronic disease.
This case was a complicated scenario. There were more active interactions 
between GPs and patient to mange both the lower urinary tract symptoms (LUTS) as 
well as his chronic disorder such as diabetes or cardiovascular diseases. The GPs’ 
strategies to manage this case were absolutely different to the cases above. They 
preferred to provide counselling with the case and/or referring him to a specialist 
rather than manage the diagnosis by other approaches (Table 8.12).
Table8.12: The frequency  of a p p ro a ch es  w ere u se d  by m ale and  fem ale G Ps for th e  c a s e  5
DRE PSA US C ounselling  R eferring
No Y es No Y es No Y es No Y es No Yes
N /%  N /%  N /%  N /%  N /%  N /%  N /%  N /%  N /%  N /%
Male 294/73.7 105/26.3 184/46.1 215/53.9 192/48.1 207/51.9 67/16.8 334/83.2 96/24.1 303/75.9
Female 188/87.0 28/13.0 148/68.5 68/31.5 136/63.0 80/37.0 27/12.5 189/87.5 36/16.7 180/83.3
Total 482/78 133/22 332/54 283/46 328/53 287/47 94/15 521/85 132/21 483/79
The data revealed that using counselling and referral were increased by GPs 
who had longer experience in practice (Table 8.12). The Pearson chi-square values 
for counselling and referring were 20.80 and 31.23 respectively with significant P 
values of 0.001. This means that there are statistically significant relationships 
between the GPs’ since years practising and preferring these two approaches rather 
than other approaches such as DRE or US. The results revealed that the management 
of this case in the high social class area was significantly better than the middle and 
low social class areas. More than 97% of GPs made attempt to have counselling with 
the case and more than 94% of them referred the case to a specialist.
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Case 6 A man (age 65 years) who is suffering from other disease but he is suspicious of potential
prostate cancer?
This scenario described a man who sought screening for a disease, but through 
the process of taking a history and physical examination, the GP had found some 
clues, which indicated to a potential prostate cancer. Therefore, within this scenario 
the GPs had an active role rather than the patient who had a passive role in terms of 
discovering prostate cancer. Based on this condition, GPs (male and female) preferred 
the counselling and referring as the main strategies rather than further evaluation 
(Table 8.13).
Table 8.13: The frequency  of a p p ro a c h e s  w ere u se d  by m ale and  fem ale G Ps fo r th e  c a s e  6
DRE PSA US C ounse lling  R eferring
No Yes No Yes No Yes No Yes No Yes
N /%  N /%  N / % N /%  N /%  N / % N /%  N /%  N / % N / %
Male 288/72.2 111/27.8 152/38.1 247/61.9 196/49.1 203/50.9 68/17.0 331/83.0 87/21.8 312/78.2
Fem ale 192/88.9 24/11.1 128/59.3 88/40.7 116/53.7 100/46.3 30/13.9 186/86.1 44/20.4 172/79.6
Total_______ 480/78 135/22 280/46 335/54 312//51 303/49 98/16 517/84 131/21 484/79
The results demonstrate that there was a significant relationship between GPs 
with longer history in practising (>30 years) and their ordering PSA test (76.5%) and 
using DRE (49%). This group of GPs were also more interested in selecting 
counselling with the case or referring him to the specialists in comparison with other 
groups of GPs. The cross-tabulation of GPs’ place of practice and their selected 
approaches indicated a significant difference in management of the case between GPs 
who were practised in the high social class areas and GPs who worked in the middle 
or low social class areas.
In conclusion, the results illustrated that counselling was one of the main 
approach selected by GPs to manage these six scenarios. Counselling referred to
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discussion and information provided by GPs to inform patient and to help them in 
making an informed decision about whether or not to detect prostate cancer at the 
early stages. Additionally, the results revealed that GPs were more active in managing 
of the symptomatic cases in comparison with the asymptomatic cases, despite the 
possible risk.
These results have illustrated a significant role of some factors to experience 
and gender through the detection of prostate cancer from the GPs perspectives. These 
factors may be either a trigger or barrier in the process of the detection. The triggers 
factors refer to the socio-cultural conditions, which can facilitate the prostate cancer 
detection. In contrast, the barriers factors refer to the socio-cultural conditions, which 
can be resulted in delaying of the disease detection. Therefore, what the GPs say they 
do and what they actually do is not the same thing.
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8.5. Triggers & Barriers
The participated GPs were asked to specify the main psychosocial triggers or 
barriers influenced the early detection of prostate cancer.
8.5. 1. Men’s role in influencing GP decision making
The results of this study revealed that men’s awareness of the illness was an 
important factor which was able to facilitate the process of the early detection of 
prostate cancer. About 77% of the GPs believed that this factor should be considered 
in the early detection of the disease (Table 8.14).
Table 8.14: The frequency of men’s triggers and barriers in detection process from GPs’ perspectives
T riggers
1. to be inform ed
2. having positive fam ilial h istory
3. B eing from  high social class
Y es
Yes
Yes
Frequency
471
409
337
P ercent
76.6
66.5
54.8
1. Lack of knowledge Yes 467 75.9%
2. Denial Yes 379 61.6
B arriers 3. Minimization
Yes 439 71 .4
4. Embarrassment Yes 417 67.8
5. Impotence Yes 491 79.8
6. Incontinence Yes 571 92.8
Having a positive family history of prostate cancer was another trigger factor 
which made men to be alert that they might be in high risk group to get prostate 
cancer. More than 66% of GPs believed that men with positive familial history of 
prostate cancer were more interested to receive information about the illness. They 
also believed that this factor was more helpful in detecting prostate cancer in the 
earlier stages. Using cross-tabulation of this factor and GPs’ gender, the results 
showed that both group had the same view on the role of positive familial history in
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the early detection of prostate cancer. The results revealed that about 55% of the 
participated GPs believed that men who were living in the high social class areas had 
more opportunity to control the illness in comparison with men who were living in the 
middle or low social class areas. But, 45% of GPs have supposed that being from high 
social area did not consider being a trigger factor in the process of prostate cancer 
detection.
The GPs were asked to specify the main barriers they felt existed in relation to 
the illness. The results of this study revealed that denial, minimization and 
embarrassment were the main reasons of patients in not coming for diagnosis (Table
7.14). These barriers often resulted in delaying the detection instead of controlling the 
disease early.
The data indicated that the majority of GPs (76%) believed that lack of 
knowledge was the most important factor of the social context of the illness (Table
7.14). According to the survey results, 77% of the male and 74% of the female GPs 
believed that lack of knowledge was the main barrier of the illness. The GPs 
indicated that denial was a strategy, which was used by patients to ignore the reality 
of the illness. About 62% of GPs believed that this strategy was adopted by patients to 
manage their symptoms (Table 8.15). Denial of the symptoms can be resulted to delay 
in seeking care.
Table 8.15: C ross-tabu lation  of denial and  G P s’ p lace of p rac tice
Denial
________________________________________  N /%  N /%
H i g h _______________18/26.1 51/26.1
P lace of p rac tice Middle 120/49.6 122/49.6
  ________Low 98/32.2 206/32.2
Total 236/38.4 379/61.6
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This study utilized the chi-square test and found a significance difference 
between GPs’ perceptions in all social class areas. The majority of GPs (about 74%) 
who practised in the high social class areas considerably highlighted this point. 
Moreover, analysis of the data showed that the male and female GPs had the same 
perceptions about this issue (61.9% of the male and 61.1% of the female GPs).
The majority of GPs believed that minimization was the second strategy that 
men used to make the illness appear less important than what it really is. As it was 
showed in the table 7.14, the results revealed that 71.4% of GPs thought that men 
were more interested to reduce the impact of illness especially urinary and sexual 
problems which can be related to a prostatic disorder. Moreover, there was a 
significant difference between GPs who practiced in different social class areas 
(P=0.000) in terms of their belief about men’s minimization. The results showed that 
67% of GPs who practiced in the high social class areas reported minimization as one 
of their patients' adopted strategy (Table 8.16).
  Table 8.16: The relationship of minimization with GP’s gender and their place of practice
Minimization
    _  No (n / %) ___________  Yes (n / % ) ______
GP's gender Male 134/33.6   265/66.4
_____________________ Female 108/50.0   108/50.0
H igh    16/23.2   53/76.8
Place of practice Middle 116/47.9   126/52.1 __
Low________________________242/36.2___________________ 194/63.8___________
Embarrassment is a reaction which expresses men’s difficulties in feeling and
talking about the urinary or sexual symptoms to the physicians. About 68% of the
participated GPs believed that men often used this behaviour due to cultural aspects
and the stigma associated to the urinary and sexual symptoms of prostate disorders
(Table 8.17).
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Table 8 .17; The relationship between embarrassment GPs’ gender and their place of practice
Embarrassment
No Yes
____________________ ( N /% ) ____
140/35.1 _________________ 259/64.9
58/26.9   156/73.1
34/49.3 35/50.7
GP's gender 
Place of practice
Male
Female
High
Middle
Low
84/34.7
80/26.3%
156/65.3
224/73.7
GPs’ had thought that the therapeutic consequences of the disease are a barrier 
on the men’s coming forward for a diagnosis an issue possibly related to the male 
dominancy or masculinity macho aspects of coping with illness. In order to 
investigate this subject, the participated GPs were asked to express the impact of 
impotence and incontinence on their patient social life. The results showed that the 
majority of GPs believed that incontinence (92.8%) and incontinence (80%) had a 
significant role on their patients’ decision to detect and seek treatment. The results 
revealed that more than 53% of GPs believed that their patients were not informed of 
the illness’s consequences.
8.5.2. Wife’s role
This research asked GPs to specify the role of wife through the process of 
prostate cancer detection. The results showed that more than 81 % surveyed believed 
that the wife had an important role in persuading men to detect the disease at an early 
stage (Table 8.18). Further analysis showed more than 71% of the GPs’ thought that 
men often received emotional support from their wives through the processes of 
diagnosis and treatment. However the results revealed that this role seems to be more 
visible in the high social class areas in comparison with the middle and the low social 
class areas.
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T able 8 .1 8 ; T h ejreq u en cy  o f  factors rela ted to  w ife’s role from  GPs^ perspectives 
W ife’s role « ___________  « ___
1. P ersuade men to detect d isease
2. H aving em otional support 
W ife’s em otional support in d ifferen t socia l areas  
H igh social area
M iddle social area
L ow  social area
No 116 18.9%
Yes 499 81.1%
No 177 28.8%
Yes 438 71.2%
No 14 20.3%
Yes 55 79.7%
No 69 28.5%
Yes 173 71.5%
No 94 30.9%
Yes 210 69.1%
8.5. 3. GPs’ role
The participated GPs were asked to specify their role through the process of 
the early detection of prostate cancer. This role was assessed from GPs’ social and 
professional perspectives (Table 8.19). Then to improve this role, the recommended 
strategies by surveyed GPs for the early detection of prostate cancer were requested.
The results show that the majority of the GPs were not happy with their 
positions in the National Health System in terms of having a passive and marginal 
role through the detection of prostate cancer (Table 8.19).
About 60% of the surveyed GPs have believed that specialization might be a 
barrier through the early detection of prostate cancer (Table 8.19). Specialization is a 
new social health structure in Iran and was developed only in the last two decades. 
According to this, specialists have authority in controlling definition of cancer such as 
prostate cancer. In contrast, there was not a well-defined guideline to manage the 
disease by GPs. Therefore, they thought that specialization was restricted in their role
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in terms of primary care of chronic disease and cancers such as prostate cancer. The 
social construction of this phenomenon was discussed in more details in the previous 
chapter.
T able 8.19: T he G P s’ role from  socia l and professional perspectives in prostate  cancer
F requency P ercent
G P s’ role from  social perspective Y es (N %)
1. G P s’ m arginal role 467 75.9
B arriers
2. Specialization 367 59.7
1. G P s’ gender (bein g  m ale) 513 83.4
T riggers
2. To be trustw orthy 457 74.3
G P s’ role from  professional perspective
1. A ccessib ility 411 66.8
T riggers
2. B eing expert 413 67.2
1. Lack o f  policy 492 80.0
B arriers 2. lack o f  tim e 315 51.2
3. Insufficient referral system 335 54.5
4. Inadequate insurance support 317 51.5
In contrast, the results showed that more than 83% of the surveyed GPs 
believed that GPs’ gender (being male) was a trigger in the detection of prostate 
cancer. Moreover, more than 57% of the participated GPs thought that being a female 
GP was a barrier for involvement in the detection process of prostate cancer (Table 
7.19). Further analysis was conducted to determine whether there would be any 
differences between the male and female GPs’ perceptions about this issue. There was 
a significant difference (p<0.001) between the female and male GPs perceptions in 
terms of gender role with female GPs feeling this was not case.
In addition, GPs were asked to clarify the role of GPs’ in a position of trust 
through the detection process of prostate cancer. The results revealed that about 74%
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of GPs believed that trust between GPs and their patients had a significant impact in 
persuading men to make an appropriate decision through the detection and therapeutic 
processes. In contrast the wife’s role, which was considered more significant in the 
high social class areas by GPs, than in the middle and low social areas in comparison 
(Table 8.20).
Table 8.20: C ross-tabu la tion  of tru s te d  p h y s ic ia n ’s  role and  G P s’ p lace  of p rac tice
Trusted physician’s  role
No (n / %) Yes (n/% )
High 20/29.0 49/71.0
P lace of p ractice Middle 60/24.8 182/75.2
Low 78/25.7 226/74.3
Total 158/25.7 457/74.3
From professional perspectives, the results showed some triggers and barriers. 
In this regard, they believed accessibility and being an expert could enhance GPs’ 
triggers in the early detection of prostate cancer. The results revealed that about 67% 
of GPs emphasized that their accessibility across the country could provide a resource 
for health programs' delivery (Table 8.19).
The GPs were asked whether they perceive themselves to have a trigger role in 
detecting of prostate cancer. The results showed that more than 67% of the 
participated GPs thought that they were well skilled to deliver primary cancer care 
(Table 8.19). GPs' perceptions of expertise to detect prostate cancer were increased by 
experience in practice for example, 56% of GPs with <9 year history of practice had 
positive attitude towards this issue, while it was more than 88% for GPs with since 
years practising >30 years. The results showed that 80% of the participated GPs 
thought that there was not a defined policy regarding the detection of prostate cancer 
in Iran (Table 8.19).
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Inadequate insurance support is resulted in limitation for GPs to order 
diagnostic test. For example, there is a limitation for GPs to order a PSA test from 
different insurance agencies. The results showed that about 52% of the participated 
GPs believed that this factor was a barrier. The chi-square test showed that there was 
a significant relationship (P<0.002) between this factor and GPs place of practice. The 
results indicated that the insurance support was increased from the low to the high 
social class areas (from 42% to 58.6%).
GPs were asked to recommend ways to improve the detection of prostate 
cancer at the early stage in Iran. The main recommendations included 1 ) establishing 
primary cancer care section in the Iranian Health System, 2) using practical program 
to detect the frequent cancers, 3) identifying target population rather than planning a 
mass screening, 4) making clear GPs involvement in the primary cancer care program, 
and 5) Making men more involved by improving their knowledge about the frequent 
cancers (Table 8.21)
T able 8.21; G P s’ recom m endations to im prove the early  detection  o f  p rostate  cancer  
_____________  _ Frequency Percent
1- E stab lish ing prim ary cancer care section No 38 6.2
Y es 577 93.8
2- U sing practical program No 50 8.1
Y es 565 91.9
3- Identify ing target population No 37 6.0
Y es 578 94.0
4- M aking G Ps involvem ent No 72 11.7
Y es 543 88.3
5- M aking men involvem ent No 44 _ 7 .2
Y es 571 92.8
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The majority (94%) of the GPs thought that selective or targeted screening is 
the most economical utilization program. Therefore, the participated GPs were asked 
to specify the high risk group of men for the early detection of prostate cancer. Over 
82% of the GPs recommended the early detection of prostate cancer for those men 
aged >50 years (Table 8.22). Further analysis of the data showed that there was a 
significant relationship between GPs' age and their proposed age for the early 
detection of prostate cancer. By increasing of GPs' age, they were more interested in 
the early detection of the disease among men at age> 50 year.
Table 8.22: GPs' perceptions of the high risk group for the early detection
Frequency Percent
H igh risk men for prostate cancer
A ge of high risk g roup  m en
45 to 49 y r_________108 17.6
50 to 59 yr  373  60.7
60 to 69 yr_________ 132 21.5
>70 yr _________ 2__________ ^
H igh risk men for prostate cancer  
Men ag ed  >50 years with
1. With positive familial history of prostate cancer
2. With Lower urinary tract symptoms
No 212 34.5
Yes 403_______ 65.5
No 215 3 5 ^
Yes 400 65.0
No 197 32.0
Yes 418 68.0
To select the target population, more than 65% of the GPs recommended that 
men with positive familial history of prostate cancer should be identified as a target 
group. Moreover, 68% of them recommended that men aged >50 years with LUTS 
must be evaluated for prostate cancer as well (Table 8.22).
To deliver the primary cancer care, there is not any policy or guideline to 
persuade men more involvement in the process of the early detection of prostate 
cancer. The majority (93%) of the GPs believed that men must be involved actively in
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the primary cancer care (Table 8.23). 
to specify how men could be involved
In this regard, the participated GPs were asked 
in the detection program (Table 8.23).
T able 8.23; A pproaches o f  g iv ing  m en knowlIjBdge to involve in the early  cletecdpn  o f  pros 
Frequency
tate cancer  
Percent
1. T o be inform ed by G P Yes 548 89.1
2. T o be inform ed by w ife Yes 437 71.1
3. T o be inform ed by T V  & R adio Yes 523 85.0
4. T o be inform ed by N ew spapers Yes 315 51.2
5. T o be inform ed by M osque ________________________ ÏÊ S . ------ 341------ ___ 52 .4___
Based on the results from the survey analysis, giving knowledge to men was 
the main practical strategy for the early detection of prostate cancer from the 
participated GPs viewpoint. More than 89% of GPs believed that men must be 
informed about the benefit of the early detection of prostate cancer by GPs using face 
to face counselling method. Considering the significant role of wife, more than 71% 
of GPs indicated giving men information about primary cancer care by wife through 
the National Health System program such as prenatal care or children vaccination.
According to the results, 85% of the participated GPs specified indirect 
counselling by TV and/or Radio. But in terms of other media options, about 51% of 
the participated GPs recommended using newspapers to inform men. Since all 
pilgrims of Haje (Omreh and Tamatto) must be tested for optimum health index such 
as cardiovascular or respiratory diseases before going to Saudi Arabia, more than half 
of the surveyed GPs recommended cancer detection services for this group of 
population which are usually more than one million per year.
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8.6. Summary
In relation to prostate cancer early detection, GPs had a conservative 
perspective. Regarding their current practice, they were often interested to use PSA 
and/or US as appropriate tests in the detection process rather than DRE. The results 
showed a lack of consensus in more complex scenarios in relation to screening 
behaviours.
The survey indicated some triggers and barriers which influenced GPs 
decision making. Men’s lack of knowledge was the main barriers which could be 
resulted in delay seeking care. The results showed a significant role of wife to 
persuade men to seek care. This role was highlighted in the high social class areas.
Although trusted male GPs acted as trigger in the detection process from 
sociological point of view, the social construction of specialization resulted in GPs’ 
marginal role through the process of the disease detection. Moreover, lack o f policy 
was the most important barrier in detection process from GPs’ professional viewpoint.
The surveyed GPs recommended some practical and political strategies 
including 1) establishing primary cancer care in the Iranian health system 2) making 
GPs involved in this sector 3) identifying the target population which must be 
screened and instructed by GPs and 4) drawing attention to the role o f wives and 
media to provide primary awareness and attention to the detection of prostate cancer 
at the early stages.
2 6 1
Dr. A li Taghipour Chapter 9; Discussion on the survey's results
Chapter 9: Discussion on the Resuits of the Survey
          -      ..
262
Dr. A li Taghipour Chapter 9; Discussion on the survey’s results
9.1. Introduction
Early detection of prostate cancer in Iran is an unexplored subject which needs 
more investigation to find out its biopsychosocial issues. Considering GPs as the first- 
line health professionals who are being consulted by the general population, it is 
notable to loiow their perceptions and practices regarding the early detection of 
prostate cancer. To achieve this puipose, this survey was conducted to investigate the 
GPs’ perceptions and practice patterns, the barriers and triggers for detection of 
prostate cancer and the influential psychosocial issues surrounding the early detection 
of the disease from GPs’ perspectives. The most significant findings of this survey are 
discussed in this chapter.
9.2. Demographic data
This study was the first study in Mashhad, Iran wliich was concerned to 
provide an overview of the Iranian GPs' characteristics. Therefore, there was not 
sufficient evidence in Iran to compare the results of this demographic data and to 
discuss these findings in more detail. Hence, the discussion on the GPs' demographic 
was based on the researcher knowledge, experiences which has practised and 
investigated in the different Iranian health systems for many years.
The findings of this study supported the report of the Medical Council of 
Mashhad that the ratio of the male to female GPs is two to one in the GPs population. 
Such a difference is rooted in Iranian changing society before and after Islamic 
revolution. Before revolution, the majority of the Iranian families avoided sending 
their girls to the university, due to the cultural conflicts. A majority of the Iranian
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females were not allowed permitted to have a job outside the home and their main job 
has been housewife. Moreover, Medical colleges were available just in a few main 
cities such as Tehran, Shiraz and Maslihad and the majority of the Iranian families 
were not able to access higher education facilities for their children. Even if they had 
this ability, they preferred to provide these facilities for boys rather than girls.
Nevertheless, these situations were changed after revolution. The Health 
Network System was developed and distributed across the whole country by focusing 
on mother and child health care such as prevention of diseases. To provide 
professional health care like GP, the numbers o f medical colleges were increased, 
whether governmental or private. Moreover, the social perspective in terms of the 
female education and job has been changed during recent decades. Therefore, 
according to these parameters, there were more opportunities for the Iranian females 
to go to university and to have a job in the public sector.
Regarding the GP’s age, gender and employment in this study, the data 
revealed a gradual transformation in the GPs' population in Iran. This population is 
almost young with an average age of 42 years which the majority of GPs aged < 40 
years were the female practitioners. Moreover, in Iran, primary health care is solely 
provided by governmental system rather than non-governmental systems such as 
charity and private organizations. These cares is often focused on some health 
services for mother and child such as maternity care or vaccination. Based on this 
strategy, the female GPs would have more opportunity to find a job in the 
governmental health system. The results of this study revealed that 47% of the female 
GPs have worked in governmental health system in comparison with 16.5% of the
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male GP. In contrast, the majority of the male GPs have practised in non­
governmental clinics and hospitals.
According to the place of practice, younger GPs have often practised in low or 
middle social areas, in contrast with the older aged groups o f GPs who have practised 
in the high social area. This unusual distribution of GPs may be related to some 
reasons.
1) The Iranian health system has been strongly affected by the phenomenon of 
specialization which is a new male medical dominance since; people often prefer to 
be visited by a specialist rather than a GP for their medical issues. Therefore, the 
majority of the specialists are able to and prefer to work in the high or middle social 
areas. Moreover, the majority of GPs especially the younger ones are not able to have 
a compete with specialists in the high and middle social areas. Consequently, this 
phenomenon has shifted the majority of the GPs to work in the low or middle social 
areas.
2) Economically, two factors may have important role for why GPs work in 
the low or middle social areas. Firstly, the population density is higher in the low or 
middle social aieas in comparison with the high social area, and secondly the cost and 
tax o f clinic in the low social area is less than the middle and high social areas. 
Therefore, the specialists and the older GPs are economically able to practise in the 
high social area but the younger GPs aie able to practise in the low or middle social 
areas. As a result, the majority of the GPs have practised in the low or middle social 
areas in Mashhad city.
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Concerning with GPs' years of practice since graduation, 77.7% of the 
participated GPs have practised for less than 20 years (over 87%of the female and 
about 73% of the male GPs). It means that the majority of GPs would be expected to 
be more up-to-date in the detection approach of prostate cancer in comparison with 
GPs who had longer history o f practice.
It seems that the main index in the GPs' demographic data is the number of 
patients in the different social areas. This index is very important because of its 
influence on the doctor-patient relationship. It is clear that the higher number of 
patients would be result in the less time for consultation by GPs (Dunn et al. 2001). 
The average time for each consultation by GP was supposed to be about 6 to 10 
minutes per case (Ridsdale et al. 1992; Scambler 2003). However, a standard range of 
consultation time for general practice in Iran has not been defined until now. The 
findings of this study revealed an average 30 patients per-day for the participated GPs. 
Moreover, it was showed that more than 32.6% of the surveyed GPs have consulted 
more than 30 patients per-day. This number belonged more to the middle and low 
social areas. Since, 31% and 38% of GPs in the middle and low social areas have 
consulted more than 30 patients per-day. The number of patients may be dependent on 
different factors, but it seems that economic is very important and influential factors 
especially in private health clinics. Therefore, GPs with more patients would not be 
able to extend consultation time and to focus on prevention rather than treatment. In 
spite of an acceptable rate of GPs in Mashhad (one GP for 2000 population), there is 
not a stable policy to use this capacity. Nevertheless, the Iranian health system is at 
the beginning of a health program called "Family Physician" to cover 3000 family by 
a GP in the rural areas.
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9.3. GPs’perceptions on the eariy detection
The results of this study indicate that 58% of the Iranian GPs have agreed with 
the early detection of prostate cancer. To agree with the early detection of prostate 
cancer, there is evidence from other studies demonstrating GPs support from 60% to 
80% (Brett et al. 2005; Fowler et al. 1998; Voss & Schectman 2001). For example, an 
online survey by Brett (2005) and his colleagues demonstrated that 67% of GPs had 
been more positive toward the effectiveness of prostate cancer screening. This 
perception related to the benefits o f therapeutic outcomes such as reducing mortality 
for all men aged over 50. However, the Iranian GPs had positive attitude on the early 
detection of prostate cancer for healthy men with familial history of the disease.
There are different screening recommendations which have reflected distinct 
viewpoints regarding what constitutes screening benefits and what level of evidence is 
needed to endorse a screening practice. These views were based on the knowledge 
about the epidemiology of prostate cancer, high risk groups, men’s life expectancy, 
the ability of screening tests to detect disease and the efficacy of therapeutic 
procedures for the early stages of the disease (Franlcel et al. 2003; Johansson et al. 
2004; Neal & Donovan 2000). GPs in this study paid less attention to the 
development o f the disease among healthy men in comparison with symptomatic men 
or men with positive familial history of cancer.
In contrast, a large percent (42%) o f the surveyed GPs disagreed with the early 
detection of prostate cancer neither for the whole population of healthy men nor for 
men with positive familial history. In terms of the reasons for their disagreement, they 
had more concern about controversial aspects of prostate cancer screening and also
267
Dr. A li Taghipour Chapter 9; Discussion on the survey’s results
therapeutic consequences of the early detection of prostate cancer in healthy men. The 
results of this survey showed that there was a debate and uncertainly ai'ound the 
efficacy of the early detection of prostate cancer.
From this perspective, previous research has demonstrated that screening of 
prostate cancer is one of the most controversial practices in health care and guidelines 
from health professional and health policy makers are contradictory (Wilbur 2008). 
This uncertainty presents a difficult choice for both patients and physicians. On the 
one hand, patients desire to prevent potential prostate cancer, while on the other hand 
physicians wish to avoid morbidification of the population and thus overloading the 
health care system. Therefore, gaining a better knowledge of physicians’ practice 
patterns seems necessary, in order to be able to utilize the limited resources of society 
to achieve the utmost preventive targets.
9.4. GPs’ current practice for the eariy detection
Regarding GPs' practice patterns, it was aimed to answer which approaches 
were used by them in general and what is their preference in managing different 
scenarios. The principal screening tests for prostate cancer, as discussed before, are 
the digital rectal examination, prostate specific antigen test, and transrectal ultrasound 
(Cooper et al. 2004; Melia 2005), and previous researchers have demonstrated that 
there was not a unique policy to use these approaches in different countries. However, 
due to the lack of a guideline for the early detection of prostate cancer in Iran, the 
ethical aspects of using of such tests may be questionable.
The aims of this study were not to evaluate the sensitivity and/or specificity of 
these tests, but to obtain an overview about using these different detection approaches
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from GPs' perspectives in general and their practice patterns in paiticular scenaiios. 
Over 72% of the GPs surveyed were interested in ordering PSA and/or US tests in 
terms of their current practical approaches in general. Previous research has supported 
that GPs' often prefeiTed to used PSA and/or US for the early detection of prostate 
cancer (Melia et al. 2004; Brett et al. 2005). However, in this study, the GPs often 
preferred to do a PSA and/or US for asymptomatic men presenting with a family 
history or men presenting with lower urinary tract symptoms. From participated GPs’ 
perspectives, the practice patterns in the early detection o f prostate cancer at the early 
stage often focused on the high risk group men rather than on healthy men in general.
However, regarding their current practices in particular scenarios, counselling 
was the main and the most common preferred approach for all cases. In this regard, 
previous research has illustrated that 90% of GPs would discuss the advantage and 
disadvantage of the early detection of prostate cancer (Brett et al. 2005). Recent study 
by Ross (2008) and his colleagues demonstrated that there was a significant 
association between physician-patient discussion and increasing the rate o f screening 
tests in African-American men.
The physician-patient discussion has been sun'ounded by some scientific 
arguments in the controversy over the early detection of prostate cancer. There was a 
debate about the seriousness of progressive prostate cancer (Neal et al. 2000). In 
addition, PSA has a report sensitivity of up to 90%, but there is lack of evidence 
regarding its true specificity (Thompson et a l 2005). Moreover, there is limite 
evidence that screening for prostate cancer reduces morbidity or mortality. 
Randomized, controlled trials addressing the health benefits of screening are under
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way in the United States and Europe, but the results are not available now (Wilbur 
2008).
9.5. Psychosocial triggers & barriers
The surveyed GPs believed that detection of prostate cancer was influenced by 
some psychosocial factors. These factors indicated the trigger or barrier roles of men, 
his wife, GPs, and Health System in the detection of the disease.
9.5, 1, Men’s role
According to the GPs’ perspectives, men are able to have a passive or an 
active role thi'ough the detection of prostate cancer. Understanding of these 
paradoxical roles seems to be important in terms of being barrier or trigger. More than 
76% of the surveyed GPs believed that being aware of prostate cancer was a 
motivating factor in men becoming active in the detection process of the disease. In 
contrast, the same percent (76%) of them believed that men’s lack of knowledge was 
one of the important barrier factors in the detection process. These findings were 
consistent with previous studies which have demonstrated that the lack of knowledge 
is the main bamer to participation in the early diagnosis of prostate cancer among 
men (rnold-Reed et al. 2008; Rajbabu et al. 2007; Schulman et al. 2002). Therefore, 
earlier detection and treatment of the disease could be facilitated by improving men’s 
loiowledge using different strategies such as presenting information (McCormack et 
al. 2009).
Having positive familial history of or hereditary susceptibility to prostate 
cancer was a significant socio-cultural trigger role in promotion the early detection of
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prostate cancer (Bratt et ah 2000). The participated GPs believed that healthy men in 
families with hereditary prostate cancer desire more to know about their risk. This 
finding has highlighted the need for an appropriate strategy of detailed information to 
men with a positive familial history of prostate cancer. However, there is an ethical 
dilemma to inform relatives about inherited susceptibility to prostate cancer when 
there was a controversy about the efficiency of available preventive methods.
The findings revealed that socioeconomic status was able to influence the 
processes of prostate cancer detection. Miller et al. (2009) have demonstrated a 
relationship between low income and severity o f prostate cancer. As they reported, 
more than 51% of low income men had PSA level more than lOng/ml with Gleason 
score greater than 7. This factor seems to be related with lower knowledge of the 
disease among men living in the low social area (Deibert et al. 2007).
From the social and cultural contexts, the participated GPs indicated that men 
often try to use some socio-cultural strategies including denial and minimization to 
manage their health problem. Previous studies have consistently found that men do 
not like to express their symptoms and are more reluctant to talk about their physical 
dysfunctions unless in a really serious problem such as acute urinary retention 
(Chappie & Ziebland, 2002; Kelly 2004). The findings o f these studies have strikingly 
shown that men often seek professional help less than do women. Masculinity seems 
to be a possible mediator of seeking-help behaviours (Nicholas 2000). These 
behaviors seem to be more visible regarding men’s sexual functions. Burns and 
Mahalik (2008) have demonstrated that men with poor sexual functions end up with 
negative social roles and poor mental health. Beyond the sex difference, men’s 
seeking can be considered as a product o f masculine role socialization which means
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those men’s help-seeking behaviours and attitudes are generated from socio-cultural 
values, norms, and ideologies. From this perspective, the GPs believed that men were 
embarrassed to talk about their urinary or sexually problems such as incontinence and 
impotence, often prefering to select denial, and/or minimization to reluctant seeking 
cai e by men in the process of prostate cancer detection.
9,5. 2, Wife’s role
The findings of this study demonstrated that the GPs believed that the wife 
had an important role through the processes of prostate cancer detection. This role 
was significant in terms of persuading men in seeking medical care and providing 
emotional support thiough the detection process. Moreover, the GPs surveyed 
thought that this role was observable in the high social area where women were more 
educated and knowledgeable about prostate cancer than the women from low social 
area. In this regard, the findings from a qualitative study by Madjar et al. (2007) 
illustrated that women loiow that by the early detection of prostate cancer, it was 
possible to offer better therapeutic opportunities and able to improve men’s survival. 
From this perspective, wives, as family health manager, are often seeking 
information about their husbands’ symptoms and encouraging men to change their 
attitudes regarding seeking help and supporting them to investigate medical care. It is 
also possible that educated Iranian women are more confident and are better able to 
engage at a similar level with doctors than uneducated women.
The previous study’s findings were in agreement with the important role of 
wife in decision making of prostate cancer (Sriangam et al. 2003). The present study 
contributes to our different understanding of the Iranian women’s role in the decision
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making. On the other hand the participated GPs emphasized on the emotional role of 
wives to encourage men in seeking care. Overall, this study indicates that women 
need to be informed about primary care of prostate cancer.
In addition to the roles of man and his wife in the processes of the early 
detection of prostate cancer, there were some factors which can be play alternative 
roles through the detection such as the role of health professionals and health system. 
The roles of GPs and Iranian Health System were discussed in more details within the 
following statements.
9.5, 3, GPs’ role
Previous studies have demonstrated that GPs can play a critical role through 
the processes of primary cancer prevention (Dileep et al. 1995; Fowler et al 1998; 
Hanks et al 2008; Summerton 2000; Tyler & Snyder 2006). This role can be 
identified in all level of primary cancer prevention such as advocate, facilitator, 
supporter, educator, counselor, making decision, referring to specialist, and giving 
palliative care. The role of GP can be influenced by various factors. This study 
highlighted some of these factors from social and professional perspectives.
From GPs’ social perspective, the GPs’ position in the primary cancer care 
setting was of the main factor. The findings revealed that there was lack of clarity 
about GPs’ position in the processes of primary cancer care. In this regard, GPs 
played a marginal role through these processes. The majority of the participated GPs 
thought their passive role in the processes of cancer care setting has resulted from 
specialization. In other words, specialization had decreased the weight and authority 
of GPs in the management of chronic and cancer diseases.
273
Dr. A li Taghipour Chapter 9; Discussion on the survey’s results
Nowadays, beyond the clinic, specialists have a maximum authority in Iran 
Health system and society. However, they are often focusing on therapeutic 
procedures of cancer among symptomatic cases rather than considering on preventive 
procedures on asymptomatic men for early detection of the disease. For example, 
specialists (Urologists and Oncologists) are usually involved with the advanced stage 
of prostate cancer, and therefore, they often neglected to be considered the much 
broader prevention aspects of prostate cancer at the early stage.
The delivery o f primary care services is considered essential in order to 
improve the quality o f interventional procedmes of prostate cancer detection. This 
study focused on the need to ensure that care is accessible and provided by expert 
professionals. The findings of the qualitative study showed that GPs can be a central 
point of primary cancer care. This survey asked GPs to specify why they imagined 
that they are able to have an important role in the detection process of prostate cancer. 
The results showed that accessibility and being expert were two interventional 
triggers from GPs’ perspectives. Nevertheless, the existence of some barriers such as 
lack of policy, lack o f time, and insufficient referral system resulted in GP taking a 
passive role through the detection processes of prostate cancer.
To improve the primary cancer care, the surveyed GPs recommended three 
strategies in thiee levels. 1) Political strategy to provide primary cancer care seiwices 
as a new social order by the Iranian government. In this level, it seems that to be 
necessary to identify a new philosophy of primary cancer care in Iran. This 
philosophical point must be viewed from the issue o f an individual involvement along 
with governmental responsibility. In this regaid, GPs occupy a critical position in the 
national cancer prevention programs. From this view, the majority o f surveyed GPs
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recommended to have an active role in the concept of the primary cancer care. 2) 
Screening policy strategy to identify screening priorities by health policy maker. In 
this regard, they recommended primary cancer services for the high risk groups such 
as men with positive familial history or cases with suspected cancer symptoms. 3) 
Practical strategy to provide a guideline of cancer prevention by GPs. In this regard, 
they recommended cancer counselling service as the main practical pattern to improve 
patients’ loiowledge, attitudes, and behaviours through the processes of cancer 
detection and treatment. These recommendations were discussed in more details in the 
final discussion and conclusion chapter.
9.6. Conclusion
This survey contributes to our greater understanding of the early detection of 
prostate cancer in Iran. This study cleared the GPs’ positive perception in terms of the 
early detection of prostate cancer. Moreover, it became clear which practical patterns 
GPs be were often used in clinic to manage their patients. Beyond the clinic, the data 
o f this study revealed the psychosocial baniers and triggers of the early detection of 
prostate cancer by exploring the role of men, their wives, and GPs. Although this 
survey has explored some aspects of the eaiiy detection of prostate cancer in Iran, 
there are still a huge number of issues which are needed to studied from patients, 
specialists, and health policy makers’ perspectives.
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10.1. Introduction
This chapter starts with illuminating various integration techniques which 
were applied in the different levels of data analysis. Then the integrated findings from 
qualitative and quantitative inquiries are discussed. I go forward with discussing the 
implications for primary cancer care. The strengths, contribution of the study findings 
to theory, methodology and knowledge and also limitations of the study are 
elaborated later. I finish the chapter with the recommendations for future research and 
conclusion.
10.2. Data integration
Two integration techniques were applied in different levels of analysis 
including theoretical integiation and exploratory integration (Corbin & Strauss 2008; 
Creswell & Plano Clark 2007).
1. Theoretical integiation technique was applied to integrate the findings from 
men and GPs’ interviews to discover the interrelationship of core categories emerged 
from two parts of qualitative study (phase 1).
2. Exploratory integration technique was used for different purposes at three 
stages of the study including:
a) To design the survey questionnaire for the quantitative study (phase 2) by 
integrating the qualitative findings from the phase I,
b) To understand the social constructions of the early detection of prostate 
cancer by integiating the qualitative and quantitative data from both datasets, and
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c) To illusfrate the implication strategies for the early detection of prostate 
cancer in Iran based on findings fiom both phases of the study.
10.2.1. Theoretical integration
Theoretical integration was accomplished at the end of phase 1 of this study in 
which a qualitative study using grounded theory methodology was conducted. Phase 
I itself consisted of part 1 and 2. The former was focused on exploring Iranian men's 
and the latter investigated Iranian GPs' perceptions and experiences in the process of 
early detection of prostate cancer.
In part 1, in which Iranian men’s perceptions and experiences about the eai'ly 
detection of prostate cancer were explored; thiee major categories (phenomena) 
including 1) making sense of the illness, 2) seeking help, and 3) seeking diagnosis 
were developed. The core category in this process was “seeking to know the illness”. 
These findings demonstrated a continuous social process in the detection o f prostate 
cancer which resulted in confirming diagnosis. It is notable that through the process of 
prostate cancer detection, men’s perception gradually transformed from an individual 
issue to a social concern.
The processing of prostate cancer detection could be elaborated as three stages 
including 1) the illness processing, 2) the siclcness processing, and 3) the disease 
processing.
According to the study findings, “The illness processing” was the first stage 
of men’s perception, which focused more on individual aspects of the illness than the 
physical aspects o f masculinity being the main social concept affecting the duration of
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the process. Indeed, the main phenomenon of this process was named “making sense 
o f  the illness ” which often resulted in delayed detection of prostate cancer.
“The sickness processing” was the second stage of men’s perception. At this 
stage, men’s perceptions focused more on social aspects of prostate cancer and 
masculinity with its social dimensions highlighted. The main social concept of 
sickness processing was social identity. The core phenomenon of this process, named 
“seeking help ” begun through the disclosure of the symptoms.
“The disease processing” being the final stage of men’s perceptions, focused 
more on psychosocial aspects of prostate cancer. The main phenomenon o f this 
process was named “seeldng diagnosis”. Tlirough this stage, men’s ill health issue 
converted from a prostatic disorder to a suspected malignancy.
In Part 2 of Phase I of this study, Iranian general practitioners’ perceptions and 
practices in relation to the detection process of prostate cancer were investigated. The 
concepts concerning, different aspects of the early detection o f prostate cancer 
emerged and following categorization of the emerged concepts, four major categories 
(phenomena) were developed including 1) observation, 2) communication, 3) 
reflection, and 4) making decision. The core category of this process was named 
"interacting to assess the risk of prostate cancer". These phenomena developed over 
time and resulted in “referring” which was the consequence o f this process.
Based on the study findings, GPs’ interactions through the process of prostate 
cancer detection were conceptualized as a sequential process at two stages including 
1) professional interaction process 2) social interaction process.
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According to the study findings, “professional interaction process” was the 
first stage of GPs interaction. In this stage GPs mainly focused on "observation" and 
"communication". In this level, GPs were involved with clinical and practical issues 
of the disease and attempted to assess the clinical findings and to deal with the 
etiopathology o f the symptoms in order to mange the detection.
However, through social interaction process, GPs mainly concentrated on 
"reflection" and "making decision". In this stage GPs attempted to make 
communication with patients to recognize their problem. The level of this relationship 
depended on the GPs’ clinical knowledge and technical skills as well as the nature of 
the social construction of the relationship which existed between them in Iranian 
society.
10.2.2, The social construction of the early detection
The qualitative and quantitative data were analyzed and presented separately 
in the previous chapters. Nevertheless, mixing two qualitative and quantitative 
datasets was carried out to provide a better understanding of the social constructions 
of the early detection o f prostate cancer, as by integrating the results a more robust 
and complete understanding is possible than the use of either data source alone 
(Ruffin et.al. 2009). In this regard, the convergences in qualitative and quantitative 
data are discussed in the following paragraphs to end up with a well-substantiated 
conclusion about the early detection o f prostate cancer.
Merging two datasets demonstrated that the early detection of prostate cancer 
was a paiadoxical issue in Iran. According to the qualitative data, there was an 
inconsistency in GPs views regarding necessity of the early detection of prostate
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cancer. However, on the basis of quantitative dataset, 58% of the surveyed GPs 
agieed and 42% disagreed with the early detection of the disease. It was one of the 
aims of this study to understand that to what extent the social constructions of this 
issue are able to influence the early detection of prostate cancer. To have an overall 
view, the data related to social constructions o f the early detection of prostate cancer 
in qualitative and quantitative datasets were integrated and is presented below as three 
categories including 1) the professional constructions, 2) the lay constructions, and 3) 
the cultural constructions.
10.2.2,L The health professional construction
The findings of this study illustrated that health system, GPs, and specialists 
were the main components which made the health professional constructions of the 
early detection of prostate cancer. According to a recently published study in Iran, 
cancer is the third cause of death, after coronary heaiT disease and accidents (Mousavi 
et a l 2009; Pourmand et a l 2007). The incidence of cancer expected to be increase in 
Iran due to increasing life expectancy and developing a National Cancer Registry 
which was launched in five provinces as a pilot program in the early 2007 (Mousavi 
et a l 2008). By increasing the incidence of cancer in two future decades, the health 
system would not be able to respond the therapeutic demands of advanced stages of 
cancer. Therefore, the first priority o f Iranian health system would be to concentrate 
on the primary prevention program.
I argue that the Iranian Health System needs to fill many gaps in cancer care 
including lack of an independent national cancer setting, lack of cancer control 
strategy, and lack of screening policy for prevention of common cancers. Moreover,
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as cancer preventive programs will take a long period of time to be written and 
implemented as well as its financial burden, it is not interested for many politicians to 
be involved in such program. In addition, due to low reported incidence of prostate 
cancer, there is a lack of concern in health policy makers about prostate cancer in 
terms of being a health priority, in comparison with other cancer diseases such as 
colorectal cancer.
GPs and specialists aie the other components of the health professional 
construction. In caring for cancer, GPs often concern for the preventive aspects, 
while specialists are more concentrated on therapeutic aspects of the illness. Previous 
studies demonstrated a significant role o f GPs in screening, refemng, managing and 
following up the cancer (Hanks et al. 2008; Tyler et al. 2006). In spite of this definite 
potential role, there is a lack of a well defined position for GPs in the professional 
construction of cancer care in Iran. In this regard, specialization has obliterated the 
role o f GPs. Therefore, all levels of prostate cancer cares are being covered by the 
specialists. This health structure has resulted in more concentration on therapeutic 
aspects of cancer instead of its preventive cares.
The convergent findings of this study revealed that GPs despite having 
motivation, interest and expertise to manage preventive program and implement early 
detection measures for cancer diseases, paiticularly prostate cancer, are not employed 
for these purposes. The findings also highlighted that GPs’ practice is according to 
their individual’s thought and experiences. Indeed, there is no organizational 
guideline that GPs have obligation to adhere with. Additionally, GPs are not 
supported by insurance agencies and if they order screening tests like PSA they would 
not be paid by these agencies.
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Previous studies in developed countries have revealed that GPs could have a 
crucial role in prostate cancer screening (Hanks et al. 2008; Tyler & Snyder 2006; 
Wee et al. 2005). It means that like specialists who are key professionals for treatment 
of cancer diseases, GPs could have the central and main role in cancer preventive 
cares. It is important to note that considering the presence of thousands of 
unemployed GPs in Iran, the Iranian health systems have the capacity to utilize GPs 
enormous potential abilities and expertise to implement national cancer preventive 
programs, however they would need training. It is notable that findings o f this study 
showed that specialization can act as an obstacle to achieve to this goal. Though 
providing care by specialists rather than GPs might be a kind of promoted health care 
delivery, however, the role of GPs as the first level of care providers in the society 
that the majority of people have an easy access to them, should not be ignored.
There are different strategies between work domains of the specialists and 
GPs. Basically, the main focus in the specialists’ practice is therapy and in this 
domain the symptomatic patients are usually the ones who come themselves to the 
physicians and seek treatment procedures. Whereas in GPs practice, the core centre of 
attention is preventing from illnesses which have not been appeared yet or the client 
does not consider them serious. Consequently, in these circumstances GP is the one 
who cares about client and tries to encourage them to be cautious and alert about their 
health. Of course, health system’s appropriate strategies could help GPs’ position to 
be recognized in the health system, although GPs’ may experience challenges until 
the time this goal is achieved.
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10,2,2,2, The lay construction
Both qualitative and quantitative studies highlighted the role of another social 
construction .i.e. lay system in the Iranian society. Regarding the lay construction of 
the early detection of prostate cancer, convergent data in both dataset has 
demonstrated a significant role of wife through the detection process. Previous studies 
(Campbell et al. 2004; Carlson et al. 2001; Madjar et al. 2007; Srirangam et a l 2003) 
have shown the role of wives in developed countries in which the equality of men and 
women is an accepted social construction. However, this study has revealed the role 
of wives in a male-dominant society like Iran. On the basis of this finding, the 
researcher imagines that the key of men’s health is in wives’ hands. For this reason, 
wives’ role in the early detection o f illnesses particularly prostate cancer should be 
recognized by policy makers, health system mangers and socio-cultural and religious 
organizations and also media. As a result, by planning appropriate educational 
programs in order to making women aware of health issues families would be 
protected against diseases.
The second factor in the lay construction was the role of friends. There was a 
divergence between the findings o f qualitative and quantitative results. Men with 
prostate cancer in their narratives expressed that friends particularly those who had 
already experienced the disease and were involved with its post-treatment side-effects 
like impotency and incontinence impeded them from following their suspicious 
symptoms or continuing the treatment. GPs who participated in survey did not 
mention the role of friends in the process of prostate cancer detection or treatment. 
Probably the reason is that men did not taken part in the quantitative part of study, so 
that difference of opinion was seen.
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10.2,2,3. The cultural construction
Cultural issues are the third social construction in relation to the early 
detection of prostate cancer. The findings of both qualitative and quantitative phases 
of study revealed masculinity as an important socio-cultural construction. Various 
studies have discussed the issue of masculinity in the context of prostate cancer 
diagnosis and treatment (Broom 2005; Burns & Mahalik 2008; Chappie & Ziebland 
2002; Oliffe & Thorne 2007; Wall & Kristjanson 2005). However, the majority of 
studies has addressed its negative aspect and has known it as a risk factor for men’s 
health. The findings of this study showed that masculinity in Iranian culture is a 
concept that may have positive or_negative meaning depends on the level of patient’s 
justification regarding the medical procedures related to prostate cancer. For instance, 
if  a man feels that doing digital rectal examination is a kind of disrespect, he would 
not agree to be examined. However, if  he feels that it may help his illness to be 
diagnosed, he will allow physician to do the examination. Another example is that if  a 
man knows that with radical prostatectomy he would suffer from impotence and 
impaired sexual relationship afterward, but his social identity would be kept, he could 
tolerate the surgery easier. Therefore, though masculinity may be a threat for men’s 
identity which could act as a barrier for men’s health, however, with counselling men 
and specially their wives in relation to the importance of such procedures for their 
health, they could cope with this change with less difficulty. To sum up, approaching 
the patient as a couple which means engaging, instructing and justifying both husband 
and wife as a unit could facilitate the process of prostate cancer detection. In other 
words, creating a balance between masculinity and feminity would be resulted in an 
emotional and social balance that could solve men’s health issues.
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10.2.3. implication for primary cancer care
The findings of this study in both qualitative and quantitative phases revealed 
an organizational gap in accepting the responsibility of providing preventive cares for 
cancer diseases in general and prostate cancer in particular in Iranian health system. 
Considering increased age of general population and enhanced life expectancy, it 
seems that the incidence of chronic diseases including cancer in Iran is going to be 
increased. For this reason, the available health system, which has been set up 
according the needs of previous decades, could not cover all the health requirements 
of present general population. Therefore, this system either should be reorganized or 
at lease launch new divisions to meet current health care needs.
The findings of this study highly recommend establishment of a new sector in 
the Iranian health system entitled: "primary cancer care" to address primary 
prevention in relation to the cancer diseases. However, it seems that launching such 
services needs convincing senior policy-makers in the state and parliament in addition 
to the health system managers. To be succeeding in this mission, conducting more 
qualitative studies looking at social, economical and medical aspects of this subject 
would be necessary.
To complete this political strategy, two planning strategies are recommended 
based on the findings o f this study. The first one is establishing primary cancer care, 
which should cover common cancers in Iranian population. As it was mentioned 
before, the recent studies have demonstrated that prostate cancer is the third common 
cancer among Iranian men population besides skin cancer (Mousavi et a t 2009; 
Pourmand et a l 2007). These reports have indicated the necessity of planning of the
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early detection program for the most common caners. Additionally, the time of 
providing primary cancer care services could be at the particular times like on pre­
employment medical examinations and examinations before retirement. It can also be 
carried out as annual compulsory check up for men who are in 6*’^ and 7^*^ decade 
of their life. To deal with organizational or financial issues of this program, it can be 
suggested to offer primary cancer care, at least, to all high risk men including men 
whose age are > 50 and/or have a positive family history of prostate cancer plus men 
with suspicious urinary or metastatic symptoms.
This study also suggests two practical strategies including GPs and men's 
involvement in this program. The findings of this study and previous studies have 
shown that GPs could have an important role in giving primary cancer care (Hanks et 
al. 2008; Tyler & Snyder 2006; Wee et al. 2005). Identification of GPs' role in this 
program can fill the gaps resulted from absence of professional workforce to 
implement this program across the country. GPs are accessible even at the farthest 
villages and have the loiowledge and expertise to provide primaiy cancer care.
In relation to men's involvement in this program, the results of this study and 
other studies have found that men mainly do not care about their health and aie 
reluctant to ask for help (Addis & Mahalik 2003; Roberts et al. 1994; Taylor et al. 
2006). In addition, their knowledge about health issues particularly prostate cancer is 
poor. Therefore, for enhancing their knowledge, the following approaches are 
recommended:
1) Providing counselling services for primary cancer care by GPs. In this 
approach all men who refer to GPs for any reason, should be assessed in terms of
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cancer diseases and their information should be recorded in particular forms planned 
for this purpose and kept in patients' file. In this approach, it is essential that GPs be 
trained in terms of appropriate counselling methods to be able to motivate men and 
give them basic and required information and avoid personal style of education, 
which might be insufficient. The most important index for evaluating GPs' practice in 
this program would be the number of men who receive counselling for primary cancer 
care.
2) Providing counselling services for cancer prevention through trained wives. 
This approach could be done via health system across the country. The easiest way is 
that all women who refer to health clinics to receive any health services such as 
prenatal care, vaccination, breast feeding education, family planning, breast or 
cei’vical screening or menopause counselling could be given educational leaflets or 
instructional booklets that contain brief, clear and understandable information 
regarding high risk men for prostate cancer and the ways of prevention and early 
diagnosis of the illness. In addition, they can be encouraged to go to GPs to receive 
professional counselling services. In this approach, it is suggested that husbands' 
feedback are taken from wives in the next women's appointment and given additional 
information and guidance if it is necessaiy.
3) Giving information about prostate cancer to men through different 
manners including media. Television and radio for the reason that are used widely 
could be a good source for giving information to men about prostate cancer. 
Information can be given through family education programs in the morning for 
housewives, documentaries or movies in the evenings for men and advertisements 
between attractive TV programs. Newspapers and magazines also could malce people
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aware about prostate cancer. In this relation, the researcher has made decision to 
publish a series of articles at the public level regarding prevention and early detection 
of prostate cancer in one of the local newspapers in Mashhad, named Qods.
Another proposed approach could be educating men in religious rituals. A 
good example of these rituals is travel to Mecca for Hajj. Around one million pilgrims 
travel annually to Mecca and according to the Iranian Hajj Organization, all pilgrims 
must be examined by a GP. Considering that most o f the pilgrims' age is > 40 years, 
there is a good opportunity for GPs to advise and counsel men regarding common 
cancers including prostate cancer, in addition to their routine clinical examinations. 
Most of these GPs are able to meet these pilgrims after returning from Hajj, so that 
would be able to follow high-risk men for early detection.
In conclusion, to convince policy makers to implement these 
recommendations, it seems necessary to replicate this pilot study in a national level 
and then according to their findings plan for launching a national primary cancer care 
program.
10.3. Strengths and Limitations of the study
Reliance on a mixed method approach as the research methodology was 
associated with several benefits and challenges, which was found to be a productive 
way to document the phenomenon o f interest in its entirety (Dunning et al. 2007, cited 
in Dubois 2009). These issues are discussed below as strength and limitations of the 
study.
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10.3.1. Strengths
One of the strength of this study was adopting a mix methods design. This 
study followed a mixed qualitative-quantitative sequential design named "Exploratory 
design: Instiument Development Model" in which one research approach was treated 
as the primary and the other as an adjunct for further examination of the findings 
obtained by the first approach (Dubois 2009). In this study, the qualitative data were 
given priority, which allowed for the findings from the qualitative study to guide 
development of questionnaire used in the quantitative part of study. Prioritizing of 
qualitative design helped researcher to gain insight into the unexplored arena of 
prostate cancer screening in Iran and allowed him to investigate this issues thoroughly 
applying in-depth interviews with patients and GPs. Conducting a survey afterward 
helped the researcher implement and validate the developed instrument quantitatively 
(Creswell & Plano-Clark 2007). Additionally, integrating the findings from 
qualitative and quantitative inquiries at the interpretation phase of this study, which 
was is in line with mixed sequential studies, gave more robustness and strength to the 
findings.
Having chosen grounded theory as the methodology o f qualitative phase of 
this study was another strength of this research, which was new in reviewed literature 
regarding prostate cancer screening. Using Grounded theory permitted researcher to 
look at the process of early detection of prostate cancer as a social process and 
investigate the interactions between patients and GPs in this context in Iranian 
society.
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The other strength o f this study was that although a sequential design does not 
specifically require a theoretical perspective (Cresswell 2003,cited in Dubois 2009), 
social constructionism was used as the theoretical perspective in this study, as it was a 
useful guide for conducting the research in the context of Iranian society with its 
particular social constructs.
Including both GPs and patients in the qualitative phase of this study in order 
to explore their interaction in the process of early detection of prostate cancer in 
addition to gain insight into their individual’s perceptions and experiences, was 
further evidence for this study strength.
Collecting data from two large referral hospitals in Mashhad, which admitted 
the majority of patients with cancer diseases in the East o f Iran, provided a good 
diversity of patients included in this study. Fuifhermore, GPs who participated in this 
study were recruited from general practitioners who worked in both governmental and 
private sectors and charities, so that were diverse in terms of their work experiences. 
This sort of recruitment could help generalization of the findings to a larger 
population.
Finally, it is important to note that this study has had some sorts of originality, 
which are highlighted below as the contributions of this study to the theory, 
knowledge and methodology.
10,3.1,1. Contribution to theory
The intention of adopted methodology in this reseaich, i.e. grounded theory is 
exploring the social processes that present within human interactions and its primary 
purpose is to develop a theory about the dominant social processes (Streubert &
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Carpenter 2003). In line with this goal, Iranian men’s perceptions were 
conceptualized as a sequential theoretical scheme entitled "Men’s perception 
processing of prostate cancer detection". This theoretical scheme demonstrates a 
continuous social process in the detection of prostate cancer from men’s perspective. 
It articulates three periodical phenomena which happened for men through the early 
illness experiences including making sense o f the illness, seeking-help and seeking 
diagnosis of the disease. The basic social process in this process was “seeking to 
loiow the illness”. It means that men struggled to know their illness through the 
process gaining loiowledge of different sources. This attempt was resulted in 
transformation of their lay information to an informed awareness, which helped them 
to make an appropriate decision regarding their illness management.
GPs experience and interaction were theorized as another theoretical scheme 
named: “GPs’ interactions process o f prostate cancer detection”. This theoretical 
scheme consisted of two major phenomena including “professional interaction 
process” and social interaction process. At the first stage GPs mainly focused on 
“observation” and “reflection” and through the second they mainly concentrated on 
“communication” and “making decision”. The basic social process in this scheme was 
“interacting to assess the risk of prostate cancer”. These phenomena developed over 
time and resulted in “referring” which was the consequence of this process.
The integration of these two basic social processes was resulted in informed 
decision-making in the process of prostate cancer detection achieved by a mutual 
interaction between GPs and men. Such theoretical schemes help to bring a greater 
understanding of how patients with prostate cancer and their GPs interact together in 
the process of early detection of prostate cancer and how this interaction could help
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them in making an informed decision. In addition, it alerts health system about GPs’ 
important role in the primary cancer care teams.
10.3.1.2. Contribution to methodology
This study employed an exploratory mixed methods design with both 
qualitative and quantitative data collected, but with a priority given to the qualitative 
analysis (Creswell & Plano-Clark 2007). Although the approach of integrating both 
data sources together is gaining popularity in the health and social sciences (Ruffin 
et.al. 2009), but it has still been applied just in a few studies in the field of cancer 
care. To the best of my knowledge, no similar study is found in the literature and this 
study represents the first attempt to rely on a mixed methods approach to examine the 
perceptions and experiences of men with prostate cancer and their GPs in the context 
of early detection of prostate cancer. In addition, adopting grounded theory as 
methodology underpinned hy social constructionism as its theoretical perspective, 
which directed the researcher to explore Iranian social constructions in relation to 
prostate cancer, is an original contribution to the methodology in this field. Hence, its 
results could provide a new and valuable insight in this research area.
10.3.1.3, Contribution to Knowledge
Although some of the findings of this study are compatible with the findings 
discussed previously in the literature review and discussion chapters (chapter 6 and 
8), but its main contribution to knowledge is presenting a broad perspective of 
different biopsychosocial dimensions of the ear ly detection of prostate cancer.
This study explored the process of the detection of prostate cancer from men’s 
perspective. The core category o f this process was seeking to loiow the illness which
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was processed through three stages including 1) the illness process, 2) the sickness 
process, and 3) the disease process. These broad ranges of men’s perceptions have not 
been previously discussed in literature. So, it seems that it is an original contribution 
to the knowledge in terms of men’s perception to elaborate decision-making of 
prostate cancer detection particularly in the context of Iranian health system.
This study also highlighted the role of GPs thr ough the detection of prostate 
cancer. The core category of this process was named GPs’ interaction to assess the 
risk of prostate cancer which was processed in two stages including 1) professional 
interaction and 2) social interaction. These broad ranges o f GPs’ interactions have not 
been previously discussed. So, it seems that it is an original contribution to the 
loiowledge about the role of GPs in the detection of prostate cancer.
The findings of this study suggested a various range of the social constructions 
of prostate cancer detection in Iran including 1) the health professional constructions
2) the lay constructions and 3) the cultural constructions. The most important health 
professional construction was the role of specialization as a barrier in the process of 
early detection of prostate cancer which could act as an obstacle to achieve prevention 
of prostate cancer instead of treatment. The main lay construction was the role of wife 
in the male dominant society of Iran which was a trigger in the early detection of the 
illness. Masculinity was also found as the key cultural construction in the process of 
prostate cancer detection.
This study suggested the implication of political, practical strategies in the 
planning of prostate cancer detection. Political strategy recommended establishing a 
new sector of primary cancer care in the Iranian health system. Practical stiategy
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suggested involving both men and GPs. Practical strategy includes involvement of 
men and GPs in the program of detection prostate cancer at early stage. Counselling 
was the main approach which was suggested to improve men’s involvement in the 
process of the detection by increasing their knowledge and changing men’s seeking 
help behaviours. Identification of GPs’ position was recommended to fill the gaps in 
Iranian health system to provide cancer preventive care at the early stage rather than 
to just provide therapeutic services for patients at the end stages of the disease.
10.3.2. Limitations
There were some limitations to the study, which might have implications for 
future research in the field of prostate cancer early detection. These limitations are 
discussed in two parts of qualitative and quantitative phases of study.
10.3.2.1. Qualitative study
In relation to the recruitment, participation in the qualitative phase of this 
study both for patients and GPs was voluntary and it seems to me that the patients and 
GPs interviewed may have different motivations, for any reason, to take part in this 
study. For instance, the GPs may have been more interested in cluonic diseases in 
general and in prostate cancer in particular and therefore may not be representative of 
the views of GPs nationally. The other issue about recruitment was that the majority 
of patients were diagnosed cases of prostate cancer who have been receiving 
treatment. It is likely that conducting the same research in men who are in the early 
stages o f investigation or men with no symptom or even healthy men would have 
different findings.
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Regarding sampling, it is notable that although sample size was small in this 
phase of study, however, it should be considered that generally qualitative sampling 
consists of small sampling units studied in depth. Although there is no rigid rule for 
sample size, research texts often mention 6-8 data units for homogenous group and 
12-20 for a heterogeneous sample (Holloway & Wheeler 2002). In this study, 12 
participants of each group of patients and GPs were recruited. Notably, the key point 
in qualitative sampling is developing a dense description o f the phenomenon of 
interest, rather than using sampling techniques that support generalizability of the 
findings (Streubert & Carpenter 2003). For this reason, I tried to select informants 
who were “information rich” in the area of interest and so maximized the potential for 
identifying pertinent issues. Furthermore, conducting a large survey on GPs in phase 
II of study could somehow control this limitation.
With respect to data collection, although interviews are an effective way of 
identifying and exploring perceptions, results can be biased because the interviewer 
was a male GP. On the one hand, being a male GP could someway influence male 
patient-physician communication in Iranian society. In addition to hierarchical 
patient-physician relationship, specific prostate cancer discussion topics including 
common treatment side effects of impotence ad urinary incontinence could be highly 
emotive and value laden in terms of gendered ideals (Chappie & Ziebland 2002; 
Oliffe 2005 cited in Oliffe & Thorne 2007). To control this limitation I did not 
introduced myself as a physician at the beginning of interviews and then through 
conducting interviews tried to establish a sincere and truthful relationship with the 
patients. On the other hand, being known amongst the majority of registered GPs as a 
GP and PhD candidate, who is conducting a research, could have influenced the
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answers of GPs taking part in this study. Another issue was that data collection was 
carried out in a limited period, as it was accomplished in Iran and I, as a full-time PhD 
student, had to return to the UK at a certain time according to the university rules and 
regulations.
Relating to data analysis, it may seem that conducting inteiwiews in Persian 
language and then analyzing the translated data in English may influence the 
trustworthiness of analysis. The strategies used to minimize this threat were 
elaborated in chapter 4. In addition, the influence of the researcher’s own 
assumptions, work experiences, perceptions and understandings, as a general 
practitioner and as a male doctor on his interpretations in the process of data analysis 
in the qualitative phase of this study cannot be overlooked.
10.3.2,1, Quantitative study
There are several potential limitations to the quantitative phase of this study. 
One of those was that this study was the first study in Iran to determine baseline 
beliefs and practices of Iranian GPs working in Mashhad regarding prostate cancer. 
This study may not represent GPs views throughout the country. Future research 
should measure the views and behaviours of larger and more diverse groups of GPs. 
A second limitation was non-response bias in postal surveys, which could have 
impact on the precision and generalizability of study findings (MacDonald et.al 
2009). The study response rate was 51.37%, which was expected in a mailing survey. 
Applied strategies to minimize non-response bias in a mailing survey were explained 
in chapter 4. One of the issues, which should be considered regarding non-response 
error, is that physicians who responded to the questionnaires were potentially more 
interested, informed or experienced in various aspects of prostate cancer in
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comparison with those who did not. In addition, the questionnaire was mailed to the 
GPs whose mailing address was available in Mashhad Medical Council. Thus, 
generalizability of the findings of suiwey to the whole GPs’ population may be 
limited. A further limitation was that this survey relied on self-report behaviours 
described by GPs. The extent to which this reflects their actual behaviour is not 
entirely known, because physicians tend to over-report their preventive care and 
screening practice.
Overall, it should be mentioned that the undertaldng of two substantial studies 
with huge amount of qualitative and quantitative data mean that time and the 
complexity of analysis was challenging. The reason was that the qualitative phase of 
this study used grounded theory method of analysis which was too complicated and 
time-consuming for me having a positivist background and then analysis of a large 
survey data. Another prolonged part of analysis was integration of qualitative and 
quantitative findings to determine to what extent do both data converge?
10.4. Recommendations for future research
The findings of this study provided valuable knowledge about the early 
detection of prostate cancer from different perspectives. These findings confirmed and 
extend the information derived from pervious research and provided a baseline 
framework for the following studies:
1- A national or provincial research on the GPs and men’s perceptions about 
the early detection of prostate cancer to investigate the social process and interactions 
of the early detection of prostate cancer.
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2- A  survey on the GPs’ population to determine the extent to which what had 
been found by this survey could be fuifher corroborated on a national scale.
3- An interventional study to declare the informed screening model which is 
developed from this study.
3- A longitudinal study to better understand of men’s perceptions and 
experiences through the detection process and period of making decision for treatment 
o f the disease.
4- A qualitative study on specialists (Urologists & Oncologists) and GPs 
views to understand their perceptions about an appropriate guideline or policy for the 
early detection of prostate cancer in Iran
5- A qualitative or mixed methods study in relation to heath policy makers and 
managers’ perspectives in relation to the problems surrounded the setting of a 
program on the early detection of cancer in Iran
According to the findings of this study, there is obviously a gap in Iranian 
health system to provide primary cancer care. Considering the results o f this study and 
confirming them with further future research, the Iranian health policymakers could 
be able to justify the advantages and disadvantages of the early detection of prostate 
cancer and to plan appropriate programs to meet the primary cancer care 
requirements.
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10.5. Conclusion
In conclusion, the findings of this study increase our understanding of how 
Iranian men perceive and experience the process of early detection of prostate cancer 
and how GPs interacts with them through in this process in the Iranian health system. 
The findings fill the gap in the body of knowledge clarifying the process of patients’ 
perceptions and GPs’ interactions through development of two sequential frameworks 
including “Men’s perception processing of prostate cancer detection” and “GPs’ 
interactions process of prostate cancer detection”. These two frameworks elucidate 
that while patients was seeking to know about the illness, GPs attempted to establish a 
reciprocal interaction between themselves and men through providing information 
and general discussions about different aspects of prostate cancer detection. These 
efforts were resulted in informed decision-making to follow the early detection of 
prostate cancer.
Considering that this study is the first attempt to understand the process of 
prostate cancer detection from patients and GPs point of view in Iran, further research 
will need to identify whether this study findings can be reproduced among individuals 
with more diverse socioeconomic backgrounds and differing socio-cultural constructs.
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■5C INFORMATION SHEET (forJ^eneral practitioners)
Study title:
A socio-epidemiological approach to investigate perceptions and experiences of  
Iranian general practitioners and patients on the early detection of prostate cancer.
Invitation:
You are being invited to take part in a research study on prostate cancer. 
Before you decide, it is important fo r you to understand, why the research is being 
undertaken and what it will involve. Please take time to read the following 
information carefully. Talk to others about the study i f  you wish.
Part 1 tells you the purpose o f this study and what will happen to you i f  you take part. 
Part 2 gives you more detailed information about the conduct o f  the study.
Ask us i f  there is anything that is not clear or i f  you would like more 
information, please do not hesitate to contact me and ask your question(s). Take time 
to decide whether or not you wish to take part.
Part 1
What is the purpose of the study?
The purpose of the study is to explore the views of General Practitioners (GPs) 
about screening for prostate cancer and also to understand their experiences 
concerning the process of diagnosis of the disease. Concurrently the views of men 
who have been diagnosed with prostate cancer and their experiences of the disease are 
also being explored.
Why have I been chosen?
You have been chosen because as a provider of medical services, your views 
are important as you play a crucial role in the detection and management of prostate 
cancer. Therefore, your views, beliefs and experiences could help us in the early 
detection of the disease and to potentially increase the efficacy of prostate cancer 
screening in Iran.
Do I have to take part?
No. It is up to you to decide whether or not to take part. If you do, you will 
be given this information sheet to keep and be asked to sign a consent form. You are 
still free to withdraw at any time and without giving a reason. A decision to withdraw 
at any time, or a decision not to take part, will not affect your rights as GP.
What will happen to me if I taken part?
You will answer some questions about your beliefs and experiences regarding 
screening of prostate cancer. The most important point in this research is your real 
views, beliefs, practices and experiences, rather than what you think or what your 
knowledge should be. Therefore, there is no right or wrong answer.
The interview will last about 30 to 45 minutes. It might be necessary to 
interview you twice. If it is necessary, the researcher will inform you whether you 
want to continue in the study. The appointments will be made in your usual workplace 
at your clinic.
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What are the possible benefits of taking part?
The results of this study will help to gain a better understanding of the current 
beliefs, process of practices in relation to the detection of prostate cancer. Moreover, 
the information from your interview may help us to understand better in psychosocial 
processes of disease detection and interaction. Your contribution could also help 
service planners to devise a more effective service provision for prostate cancer in 
Iran.
Will my taking part in the study be kept confidential?
Yes. All the information about your participation in this study will be kept 
strictly confidential and will be used anonymously.
This completes Part 1 o f  the Information Sheet. I f  the information in Part I has interested you and you  
are considering participation, please continue to read the additional information in Part 2 before 
making any decision.
P a rti
What will happen to the results of the research study?
The results of the study will be disseminated thr ough academic journals and 
conferences. If you would like to be made aware of the results, you can receive the 
information through direct contact with me.
Who is organizing and funding the research?
The University of SuiTey will act as the sponsor of this research. The study 
has been funded by the Ministry of Health, government of Iran.
Who has reviewed the study?
This research project has been reviewed by Research Ethical Committee of the 
University o f Surrey, and approval has been granted.
Contact details:
If you need any further information regarding the above study or have any questions, 
please do not hesitate to contact me.
pnited Kingdom Iran
Address:
Dr. All Taghipour, PhD student,
European Institute of Health and Medical Sciences (EIHMS), 
Duke of Kent Building (5^ '’ floor), University of Surrey, 
Guildford, Surrey, UK 
GU2 7TE
Address:
Dr. Alt Taghipour,
Mashhad University of Medical Sciences, 
University street,
Mashhad,
Iran.
Tel: +44 (0)1483 682975 
Fax; +44 (0)1483 682541
Tel: 0511 8433999 
Fax:05118413006
E-mail: a.taehipour<S).surrev.ac.uk and a taehinour(%hotmail.com
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^ , INFORMATION SHEETffor patients)
Study title:
A socio-epidemiological approach to investigate perceptions and experiences of  
Iranian general practitioners and patients on the early detection of prostate cancer.
Invitation:
You are being invited to take part in a research study on prostate cancer. 
Before you decide, it is important fo r  you to understand, why the research is being 
done and what it will involve. Please take time to read the following information 
carefully and talk to others or members o f  your family i f  necessary.
Part 1 tells you the purpose o f  this study and what will happen to you i f  you take part. 
Part 2 gives you more detailed information about the conduct o f  the study.
Ask us i f  there is anything that is not clear or i f  you would like more 
information, please do not hesitate to contact me and ask your question(s). Take time 
to decide whether or not you wish to take part.
Part 1
What is the purpose of the study?
The purpose of the study is to explore the views of men who have been 
diagnosed with prostate cancer and their experiences of the disease.
At the same time the views of General Practitioners (GPs) about screening for 
prostate cancer and their experiences of the process of diagnosis of the disease are 
being explored separately.
Why have I been chosen?
You have been chosen because your experiences of having been diagnosed of 
the disease can help us to gain a better understanding of how people feel about the 
process of going through the disease.
Do I have to take part?
No. It is up to you to decide whether or not to take part. If you do, you will 
be given this information sheet to keep and be asked to sign a consent form.
You are still free to withdraw at any time and without giving a reason. A 
decision to withdraw at any time, or a decision not to take part, will not affect the 
standard of care you receive’.
What will happen to me if I taken part?
You will answer some questions about your beliefs and experiences regarding 
screening of prostate cancer. The most important point in this research is your real 
views, beliefs, behaviour and experience, rather than what you think or what your 
knowledge should be. Therefore, there is no right or wrong answer.
The interview will last about 30 to 45 minutes. It might need to interview you 
twice. If it is necessary, the researcher will inform you whether you want to continue 
in the study. The appointments will be made in your usual workplace, your clinic or
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your home to meet your convenience. Date, time and place will be agreed with you 
beforehand to suit you.
What are the possible benefits of taking part?
The results of this study will help to gain a better understanding of patients’ 
current beliefs and the processes and practices in relation to the detection of prostate 
cancer. Moreover, the information from your interview may help us to understand 
better in psychosocial processes of disease detection and interaction. Your 
contribution could also help service planners to devise a more effective service 
provision for prostate cancer in Iran.
Will my taking part in the study be kept confidential?
Yes. All the information about your participation in this study will be kept 
strictly confidential and will be used anonymously.
This completes Part 1 o f the Information Sheet. I f  the information in Part 1 has interested you and you 
are considering participation, please continue to read the additional information in Part 2 before 
making any decision.
Part 2
What will happen to the results of the research study?
The results of the study will be disseminated through academic journals and 
conferences. If you would like to be made aware of the results, you can receive the 
information through direct contact with me.
Who is organizing and funding the research?
The University of Surrey will act as the sponsor of this research. The study has 
been funded by the Ministry of Health, government of Iran.
Who has reviewed the study?
This research project has been reviewed by Research Ethical Committee of the 
University of Surrey and approval has been granted.
Contact details:
If you need any further information regarding the above study or have any questions, 
please do not hesitate to contact me.
United Kingdom Iran
Address:
Dr. All Taghipour, PhD student,
European Institute o f Health and Medical Sciences (EIHMS), Duke 
of Kent Building (5‘'' floor). University o f Sun ey,
Guildford, Suney, UK 
GU2 7TE
Address:
Dr. Ali Taghipour,
Mashhad University o f Medical Sciences, 
University street,
Mashhad,
Iran.
Tel: +44 (0)1483 682975 Fax: +44 
(0)1483 682541
Tel: 0511 8433999 
Fax: 05118413006
E-mail: a.taehioour(a).surrev.ac.uk and a taehipour(®hotmail.com
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Mi$^^^WÎnfarmatian'sheèt for GPs (Translated to Persian)
^  J  Ù ' jW j  J  j f i  lSJJ Ji  ''jdUsu» I J j i a j
.CjH-ijjj tjUajxii O^iàu^
Cj£jJj CjÜjojjj (jUa^ )juj j  »Tn j  jJ  jJ  U dijcJ L*Jj jl <Ljui^ LAj
J  C5^  Ùj* ^  (j^-a-a AjSo jA  j l  j â
(jljSjJ Lj jW Cj^ jjwa J .^La^ 4jiJUa<e diâAl 1 j  <5^ jjl Lilal  ^ ' “1 <■« C^juiU jÜalj ^l^?diui^ (JWùj
CjjjAa j^
Ijjlâj j.i (TaLjj djlc.^ Üâl (jjl
<*iUax jjl jJ  Ij Lawwü (jSij j^  J (jjl L_âtùAl (Jjl ^jlâj
. J jl is ^ _ y X  LaJj jLuâ.1 jJ  IJ (jjl L^>jl ôjaJ Aj j  Cjlc-^ Ual  ^jJ (jîüu
diVIjjoi J l^ ji j_ g .A  Lajuj jLuü^  CjLc-^ Ual Aj j l j  i2)^ j^L.a UU^ l U j  f  a )^Aj.2 1^^ 1 jLjûlj di j^jwa 
ÜJâj ‘— L , Aiujljj Jjâ. jUj jl _^yAlj£l liW ,JjjLa^ Ij
U .U~i>aA AjlIUm jjl jJ  djSjLuLa Aj ùlaS^ lc. W A£ Jj^ )j$u
;Jjl (jiâj
?CiwyA (jji&j jjt  cJjA -Jtj>ui
j j  J cIjUuijjj jU a ^  (_ÿj^lijc. Aj ^ I j  <»dUaA jjl L_«JA - ^ L
.A*jIj ^  jjl ojbjJ 1^ 1 tljLujaj <^tjjJ j  u£jJ
jjl cjl.iAl jl l^i j j  J CjliuijjJ jU a ^  Aj !AjJj  jljLa^ (_ l^ l^ÊjJj jU j  ^
,  AjklU AjtiUaj
?Jj1 oAaj ulAljl L&w I - J l j j j i
jJ  ^jil^ J jLwu (jlaj (_^ u^jjj CjLaù& jlSùjAJ Aj Ij I jl^j*j LaJj û15j J 1 j j  j  Jjl ojJj i_ A-kVil Lajj 
(_gl^  t J » 11 1A (JjjjJ jJjJJ^J Lajo) (.*‘iljj^)^j jljJC-l (fil^ JjJ 1 jl , Jjl J (Jliliuijjj jUajjo) jLajJ j  (jajâujj 
LgjWf J -ii>»âJA jSUbjC. jJ  (_gl ùjJÎIj JJJU J Jj  ^ La Aj jU^ (JJj^jj (j^ iijj
-■ alj JAI
s c x L u k  AxlUa* jjl jJ  Lj&jjj (^ 1 JJ ^^Ijll LÎ -JljAj
JuiiiA d i ^ j u j  jâ ljj jSl ,Aj L  Jjjl Ai Cj ^ j j j  AjtJUaja jjl jJ  A£ Jjlj _^y$JLuJ Lajuj Aj  bLal5i jjl ( 
jJ  .^ jllâhX Lajuâ (J1.A, _^y<a A^alj CjjLjaj »! > AjI Cliul^ â, jJ  Lajiï jl oI^jUa j^j jjl AjilUaj jl j j j
jJ  Iaij Cj^ jduj J^c. I lAiJa .JJj*i ^ jl-â. AjtlUaj jl (Jjlj Ajljl jjJJ j^ia. j  AjJUaj jl (_gl j  AJaaJ jA
. J j l j j  U uî J  ( J J J  j j l
ÎCLui  ^(jjÏAj jjl jJ  Laaj (jjlj tA*3Ua<e jjl jJ  vli£ j u t  4j JjLaj Ljj>ua jJ  -Jl^^
•Jjliuijjj jUajjj (_gj^LjC. Ajjjj jJ  J^â, CjI^j^ j  \^Al£jjJt j l a j  Aj ^>1j (Jljjj (_gjlj%J Aj LaJi -^ cjujIj 
(_gjljjjl Aj (jjjuül Aj (.“tUiM Lajj (_glgJkl5jjJ j  duxâlj ^_yujjj Aj$j _ jlJ J^l^â, C^juiL
.^jljj Jal& L tlijjjJ cjlja lajjl jJ  ^1 j  jJ  t jjl j j  Ijj L^aJj Ljlc-bUalj jjjIj
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Aj jW  Lajuj y diuil jSL«Lo ljUuS C-àjjjul Ciàj j l  Ajjjj 4 5  1^  3 0  j J  A l*v\ i/iA j j l
jl^waj jLajLûjjj C’tg.;v ,A*j JAljà. t_SûAl^ LoaSU ûjIj j J IxJaS Clijjjua j j l  j J  A5 JjuôIj JJawa Aj^Lua-a
,J J j£  (_gj* LajüS (, j llA  j J  J  (_gjl5 tÜJC-Luq (JJlLull J j A J'sl »ylA
ÇiiiuiL ^  Aa  AsiîUa.0 jj l j j  iliSjui ^L&Lkl ASljâ -JI^jjjj
AAljà. i s j ^  j J  jl jU ^  Cjjl lJajJAj j  l^l^JJJ J%J «-SjJ Aj AjJlka jj l gjUj
CÜSj LuLo ùj^lxJ .JjS JAljâ. (_S-o£ (_gjLm ^_gC.l xtl>l-(_gjljj J%j (-Sjj Aj Lajuj (^yjh\£jjj liLjaj, J^L^l
(_g\ AxljjJ J  j-al-a <.,Lvuil.,u>i uSj jJ jJ j j J  1 jjjjuâS jLajJ j  CjjuSlj^  j j à j  dujjJjj Lajjj
.JjS JAljà. (_ j^Lm (_gj$Uljjà
fjuLa JAljÂ AjLajsu i LuSi ililcl^Üalljî -JIjjjj
jjJ j yÜ (_gj)LaJ J JjJ JAljâ. AjLaja  ^AxlUa* jjl jJ  Lajj CLsSjjuS Aj js^lj Cjlc.bUal L^aJ IxJaà 4AL - i^^lj
.djûjS JAljà. jljâ  ûjliluol JjjA Lajuj
T±ai JAljÂ Aa  AjüUaj» jjl ^Uu jjji jj -JIjjji
Aj (JjLoJ (JjJJJ-a jJ).jjui jAljâ. jjjiLa ^^SLijj l^^üLailjiiS j  t^ g-alc- CjZ^ Laj j J  jJÏaJ jül 0>Lü
.J^Lajà (Jj-alaw jjüLu j j j  (JjjjJÎ \j liîal A^ lUajj jjl gjljj CjsUjJ
îiJlujtiS AjüUajt j j l  oJÙj£ ("ul A A. J  dJjftJ jLajLu -Jlj*j
( J l J  Ü^J-  ^«-ujIj j^ c j j l j j  jjjj ^ A a P A j i  ^jîc. ôl^ -iîljb (JjjUa. y  tjjLu jjl 
(_5-ajJ I j&l Aj jlluilSJl jjJü5 jl (_gjLui ftlSLuljlj (JjjLajJa j  j_gAJjLajLuj y j  j l  jjl ^^ Z^ Lul ç^Jj^-> tliijJ
.43'
? J jb lj A*iÜaj> j j l  jjjj»  J  ^ j j j  Culjluw ^yjiS Aa  -Jljjji
. Jjjujj (_gjyj J^Ij Aj j  tliâjS jljS  (_g.jjjjj JjjA (_gjLui el -^n l^j AjjxS Jauijj AxjHw jjl -^*jlj
(jJijJÎ
J j j  y Aj^j jjl jJ  (jj'jwi UUa.1 y J JjA AjÜLLj  Aj ^ I j  j I jJJ CjU^ iUal Aj jUi Cjjjxjs j J
.43jl^ji (JjLjj
C i L u J K J I û L ÿ l
Dr. Ali Taghipour, PhD student,
European Institute of Health and Medical Sciences (EIHMS), Duke of Kent 
Building (5* floor). University of Surrey,
Guildford, Surrey, UK 
GU2 7TE
: u ^ j J
tù lX ^ d u b
C pV  j^ S m / J j  ^ j j c r  AfXllîÜ
Tel: +44 (0)1483 682975 Fax: +44 
(0)1483 682541
0^:0511 8430634 
U“SU; 05118430249
(Ji"': a.taahioour(«lsurrev.ac.uk and a ta2 hipourfai.hotmail.com
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  Information sheet for Patients (Translated to Persian) f
^  2 ^ ' j  c P ' j j '  J  ù ' j ^  A f j a J  J  j j b  L g J J  J i  A jd U a j : J jÂ a u  j l j j c
. ( J j l i u i j j j  j U a j i j  t j J j J j j
[A-ajla
(Jj£ jjj tliLLuij JJ jjAjj (jjjJ J j  jojA iTn Aj  ^j  jJ  jJ  Ij Jj u  (Jj jc. J LajJj jl a1^_^Jj
J  J j j j j  ^1-aJl j j l a J  j j l  1J ^  AS AjjLj Ldjj (_gl j J  (Jjjojl Aj S J  jjlt(_^<ajo>rf-i1 jA  j l  J j jL a jâ
j l j S j J  y  j W  ( J j j j j - a  j J  J  J j jL a jâ  A x lU aj (JjâJj 1 j  ASj j  j j l  LLlal tCJjjLLe j j a U  (_gljj?(Jjjw u^ (JljjJlJ 
.J jjL a j (J jjjjb L a  j ^
;<Jjjoil ( j j ^  j J  (_yi_uj (J jlfc v U a l ^ j f l  ( j j l
AjS jljj A*lUaj jjl jJ  Ij Lul (jjij j^  J  (jjA&J jjl (JiIjaI J jl (jUj
. j j l i s  (_yA L u i  j U a I  J j  I j  J jL k J  j j l  ^Lsül ù j a j  A j ^ I j  i j j A x i  ( J j l ^ X L l  ^ J j  (JJ&J
(Jjyijjüü j ^ l j J  L«juj jjjw jj (Jjlc^Ual Aj  j l j j  ( J j j j* .a  j j  UUakl L j  j A j j  ^ ^ j l  (jiu llj ( J jjj j . .a  j j
(JjSj (_ij*-a y  . j ^ y  AjjuSljj j j&  (Jj'^ljjui j l j J  j l  (_jA1jS1 1 «LI ^uLaja ^ j l a j  1 j  J jâ .
. J j A  y  '(J*' ‘ AuJlJaj jjl j j  (J jS jLuLa Aj JUaS^Ic- y î  a S  J ü j j S j
; J j l  u i & J
(J jAa j  j j l  uÂJA -J l> u <
J  i - S j j  j j j  J  j,u**iA (JjLLüüjjj j j j j j  Aj  b l j j j  AS (_gjljLa^ (_^yA lS jjj ^ j ju i j j j  AsJUa-a j j l  (_iJA - ^ ajiÜ
. A i y  ^  ^ j ^ _ ^  j j l  o j y j j  1^ 1  < ^ y j j ^  ( j j â y j j
j j l  J j  y j l  ( J j l j j j ^  j ^  J  ( _ g jL ^  j j l  Aj ^ 1  j  ( ^ j a c . j l ^ j j  ( ^ y A lÉ j J j  t ^ j j j  j U j  ^
. jj^y AxlUaj jjl jSjj (—iljAl jl AjjAj
?jjl ÙJÜJ ulÂ jjl Lami 1JA -JljJJi
(Jjl tii%l (-Sjj j j  jjjuiy (_g jLa  ^Aj \^jja A£ _^gjuiS jl  jj*j Lojui olSoj 1 JJ j  jjl 6 Ajj C-jIâjjI Lajui
J j l j  (^ 1  j * ^  J  ^  ( J ^  l 5 j W ^  ( j ia j-k  >a1 j l i  j j l  J  J Û A ljâ . ^  6 j U  AS ^ L u iS  (JjL^yjA .1 J
AjtiUxa j j l  j j  iLSjji (jlJJ ^ I j l l  y i -Jljjji
(JjSjjJâ ( j a l j j  jS l  ,Aj y  jJjLaJ (JjSjjuj AjtlUaj (jjl j j  AS j j l  j  _^^ SJLuJ LojüÔ Aj bLalS (jjl 4 J ^  -^ * ^ y
j j  j j j l  i^<a Lajuj J la ,  j ^  _ jjjul AwaU (J jjL ja j »1 » Jn^l (Jjjuil j&  j j  Lajud j l  alSjl4ASjJ (jjl A « \1 U a j l  ^jjjj 
Iajuj (JjSjjûô ^jc. 1 A , jjjjud ^ j Iâ  a»Il lira j l  J j l j  A jljl j j j J  (_jJA J  AjdUaj» j l  (_^ 1 Aiskj-a jA  j  AJâaJ jA
.(Jlikîlj jA ljÂ J j î  (luâjS j j j  J  La-ii Aj  ^ _^5Lj:jj C jU aS. Aj Ij I (_gjj (J  J ^  ( J r J ^  j j l  j j
A (JjSaj jÿl j j  Lami (jÜ j (AjÜÜba jjl j j  (JjSju t Aj JjLaj Cij> u a  jJ  -J l^ ^
t l i l i a i j j J j j . a j J  (_g j S J y j c .  A j j x j  j j  j j Â  ( J j I j j j ^  j  j l i jc .1  4 jJ â j  A j j ^ l j  (Jl j w  (_ ^ jlj*J  A j Lajuô - ^ w i L  
A j (Jjjuil A j (" \ln it  LaJj (_ g y jk lS jJ j 4"'^»%  j  ( j j j x f l l j  ^_gjuüjjj ( j j l a j  ( j j l  j j  A jS J  . j l j  j ^ l j Â  ^CjuiL
.^jijj Jaic. y (ZjAJijj (-jijA IajjI Jj ^ ij  Jj jji JJ Uj .LuS (jjic-üLij (jjjij tjjyjjl
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Aj jUi LajûÎ y Cliuil jSL&A .iliâjS jAljÀ IjLojuii tüujjj Cjâj jl Ajjàj 45 Ij 30 j j  A.^Luaj jjl
jlSwDj jLajLûjùj . juui AAIjÀ «-SLIaLoA Lftjjjy a^yjj laJaS ClijjuOi jjl j j  AS A*jjy jja-a AjaLuaj
. j j jS  ^.ih.Y3 Uujj aSjJj J jJàj (jjiLuil JJ A^L-tfiA
ŸAluiy ^  A.^  AaiUaA jjj jJ  C A j A  ^UjaI Ajjjâ -JIjjji
( J p ^  (JjJ- j^J LK=jâJj j j  jljLjJ djjULjJxu J IS jjj j%J tS jj  Aj AxlUa/s jjj gcj\jj -ÇauÜ
ClSjLLa ajZAxJ . jjS  jAljÀ i_SL<S (_^ jLa^  (_g£-LaJAl-(_gjljj Jjjwi J j^  (_Sjj Aj Iaui ^^y^lSjjj liLja/a, j^lsJl
jLaâjA (_gl AaUjj j  (.3 ,1,A,)kM (_5o jJjjJ j j  Ij jjwS jLajj j  CjjjIj^  JJÀJ CjJjJÙA LùjuÔ
. jjS  jAljÀ (_SLS (_gjLa  ^(_gjSjyjc
VjüL» klA ljÀ  Aj U j a j ) Lqjji ü L l^b U aiy ï -JtjkU i
j j j j  yj] (_g^ LaJ J jjJ jAljÂ AjI^ jaj A*jUaj jjl j j  Lùjûü (JlSjJj Aj j^ lj (Zjl&bUal L^aJ i*Jaâ 4A1j -^jjiIj
.(jja jS jAtjÀ jl j3 ajlÀJjLul j j j j  Lftjjj
: f j 4  c A ?
Çjj»î k&AljÀ Aa AjÜÜa4 j j l  ^ j l j j  JJJJ JJ -J l jM
Aj (JjLdj (jJjjwa jj.Aoi jAljÂ jjjjIa (_g5Lujjj (_gy.,ijjljiS J (ZjblAjj j j  jJjAJ jjl guljj -^ AJild
. jjjb«j3 (JjutfslA (jjjLaJ Jjj (jujjt y Uiaî AxîUajj jjl ^IjJ CjàLjj
^CiuiA AjlIUa» j j j  ùJjjS CnliAih J  ùJÜAk) jL a jL jj - J I j j j j
Lg^jj (jjjj-ai J t3»jl j^ Cjjl j j  j^ j  j^ Jjjj (jSJjjj j^ic. alKjjjlj (lulj&A li (jjAaJ jjl -^ JJiL
(_gjsjj 1 JaI Aj jLiwilSjl j j » ^  j l  (_5jLuj a lS jjj lj  duL nJa j  jjLajLoi y  j  j l j j l  (^p^bLul çgJjg"Oi> C jl j j
.4)1
? j j l  j l j  AaIUa4 j j l  j j j a  J  ^ j j ^  43Jjl(jtA Aa  - J l ju i
• 4 3 ^J 4 y ^  ^y J  j l j S  (.5^J J J  '^JJ-* ( j J - ^  al5Lkjjlj (^blÀ l A ^jS  Jajjijj AxîUaj j j l
:(jdLu (jjjJÏ
J jj U Ajjjj jjl J j (^ Ijj UUaI y  J j jâ  AjjLkj Aj ^ 1  j  jluJJ (Zjl&^l Aj jW O jj-a  j j
. j^ Lo jà (Jjk-aljSk, (juLaJ
j L L u I ^ I ù l j f l
Dr. Ali Taghipour, PhD student,
European histitute of Health and Medical Sciences (EIHMS), Duke of Kent 
Building (5"‘ floor). University of Surrey,
Guildford, Surrey, UK 
GU2 7TE
( ù t Æ J ü h  tjljj! 
c k J I  cty j!c. e l ^ J u b
Tel: +44 (0)1483 682975 Fax: +44 
(0)1483 682541
4^; 0511 8430634 
05118430249
a.taahipour(rt!surrev.ac.uk and a taehinourf^hotmail.com
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Appendix 2: Consent form
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CONSENT FORM r v
Centre Number:
Study Number:
Patient Identification Number for this trial:
Title of Project:
A socio-epidemiological approach to investigate perceptions and experiences of 
Iranian general practitioners and patients on the early detection of prostate cancer
Name of Researcher: Ali Taghipour
Please initial box
I confirm that I have read and understand the information sheet 
da ted ........................ for the above study. I have had the opportunity to consider the
information, ask questions and have had these answered satisfactorily. □
I understand that my participation is voluntary and that I am free to withdraw at any 
time, without giving any reason, without my medical care or legal rights being
affected. □
I understand that relevant sections of any of my medical notes and data collected 
during the study may be looked at by responsible individuals from University of 
Surrey, where it is relevant to my taking part in this research. I give permission for
these individuals to have access to my records. □
I agree to my GP being informed of my participation in the study. □
I agree to take part in the above study. □
Name of Patient Date Signature
Researcher Date Signature
When completed, 1 for patient; 1 for researcher site fde; 1 (original) to be kept in
medical notes.
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Consent form (Translated to Persian)^
: js>» ftjUki 
;AAiÜxt »jLiJü 
(_^ UiU*i »jL&w
.(JjUkujjJ AJ ^ I j  tP tjj l ( j l ^ j j  J  û 'jW J  j  J jL  l£ J J  J i  (.ÿJjIjJ-JJjl AjJlka i j A & J  Ù'>>^
J->^ 45^  45^
u^jiL 4 llV tjJ J i 4 j  A (Tn! > jtj  L J  1^ 1 4,_ ill l i a j  oJ^ A u llk ij i  Ij ( j j S  j j i a j  4 ll lc .^ Ü a l  a£ J  AS j Ê  «jjj . 1
□
^  ÛJ4 J 4fVj ^  c h i  Ù J ^  ‘ùL» j  jA jJ f j l ^  J oJ^ i lH' JJ a£ . ^  t>sh .2
Z p  û' j' f* 45^4^1'* 4li '^J- 45JJ Jf 45J:^
□
□
□
.JjJ^  jljS (jjUjjii^ l JJJjiS 4(_5jliJi ttlSjiilj jl (jjâ jïa.Jk jLÛ&t jJ (_j5.jjjjj 4lllc.JJal A£ (jjâsljx Bjjj .3
.^U jj-« (_5jj AjtJUaue jJ (3*1 JX »jjj 4
1 ù^j aaW^ I^j
jia-a
i_SjljxjJ JJc. 4.&J J 4ll3^  (j^ awo jLu&l JJfc 4.  ^tejjjS iJLSj u i jLuiljJ j_J* ^ J i  jl JJc, 4.  ^t4JoxSJ) jl (jju
.iuj JAlji 4lm _^^ Soujj
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Appendix 3: interview Guide
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Intervi^ptiideforGPs
Introduction
Starting with greetings to GP
Statement of the problem about screening of prostate cancer and role of GP 
Statement of the aims o f the study.
Explanation about expectation of interview ( no judgment, no right or wrong 
answer, emphasis on real experiences and practices)
Duration of the interview to be clarified 
Getting agreement for audio-tape recording
Assurance about keeping data confidential and using anonymously.
Obtaining demographic information (age, gender, years since graduation, 
Number of years in general practice, employment states)
GPs* view on Prostate cancer screening
Let me start with a question about your views regarding screening of prostate cancer.
Could you please explain your beliefs and views about this issue?
GPs* decision- making
As you know, there are different scenarios for decision-making regarding diagnosis 
process of the disease. Let me continue conversation with your decisions about these 
scenarios.
If patients aged less than 60 years, presenting with lower urinary tract symptoms.
If patients aged more than 60 years, presenting with lower urinary tract symptoms. 
If patients aged less than 60 years, suffered from other chronic disease as well as 
lower urinary tract symptoms.
If patients aged more than 60 years, suffered from other chronic disease as well as 
lower urinary tract symptoms.
How do you manage asymptomatic cases who are seeking to have screening of 
prostate cancer?
How do you manage asymptomatic cases who are suffering from other disease but 
you are suspicious about potential prostate cancer?
What do you do for diagnosis of potential prostate cancer?
Refer to specialist or hospital 
After you have made the potential diagnosis of prostate cancer.
How do you take decision to refer your patients?
Patients* quality o f life
Do you follow your patients during treatment or after therapy?
Interview closure
At the end of this conversation,
Experience- difficult moments.
Experience- positive moments.
Any other comments.
Thank you very much for joining me in this interview.
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%  - - - - -Interview Guide for participants f
Introduction
Starting with greetings to patient
Statement of the problem about screening of prostate tumour and role of patient 
Statement of the aims of the study,
Explanation about expectation o f interview ( no judgment, no right or wrong 
answer, emphasis on real experiences and practices)
Duration of the interview to be clarified 
Getting agreement for audio-tape recording
Assurance about keeping data confidential and using anonymously.
Obtaining demographic information (age, marital statues, education, occupation, 
insurance state)
Understanding o f illness
What happened to you that made you think you had prostate problem?
Following up on symptoms:
How did you follow up your illness?
Diagnosis process:
What happened when you were visited by GP?
Coping with illness:
What happened to you when you understood you have got a prostate tumour?
Treatment decision-making:
❖ How did you make decision for treatment?
Quality o f life after therapy:
❖ What happened to you after receiving treatment?
Interview closure
❖ At the end of this conversation,
Experience- difficult moments,
Experience- positive moments.
Any other comments.
Thank you very much for joining me in this interview.
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Appendix 4: Survey Questionnaire
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x>-A survey on prostate cancer^detection from Iraniançjoeneral Practitioners'
A perspectives
Dr. A. Taghipour, Dr.’V  ^Vydelingum, Prof. S. Faithfuil >  ^
Division of Health and Social care, Faculty of Health and Medical Sciences 
" University of Surrey. Guildford. Surrey. UK.
. . (JLJi JJ (_g^ukjJ^  f 4^4-fcLe
E-mail: a.taQhipour@surrev.ac.uk ❖
»
This questionnaire is part o f a scientific investigation which attempts to anaiyze in depth Iranian GPs’ 
perspectives on the early detection o f prostate cancer. Your participation is completely voluntary. I really 
appreciate your decision to take part in this study, i t  would be grateful to know your opinions regarding 
these issues. There is no right o r wrong answer. Whatever information you give us w ill be treated in  
strictest confidence and you w iii no t be identified within the results. Please try  to answer as honestly as 
you can. Please attempt a li o f the questions by circling the appropriate numbers.
Thank vou verv much fo r vour help
Questionnaire ID number:
Section A: GPs* characteristics
1. Age: ......................... years old
2. Gender: 1. Male 2. Female
3. How long since you been graduated from medical school? .........................years
4. How long have you been practicing as a GP? .........................years
5. Your employment situation (might he more than one):
1.1 work in a governmental clinic 
2. I work in a private clinic
3 .1 work in a charity clinic
4 . 1 work in my own clinic
5. Other (Please clarify).......................
6. Which place of the city you are mainly practicing in? (Please mention)...........................................
7. Which field of medicine do you practice in generally (e.g. infectious diseas 
internal medicine, gynaecology, etc.):
(Please mention )
8. How many patients do you give appointments daily (please mention 
the number in each clinic which you are working in)?
1. In governmental clinic....................
2. In private clinic..................................
3. In charity clinic..................................
4. In your own clinic.............................
9. Which health insurance do you have a signed contract with?
1. Health services
2. Social provision
3. Army forces
4. Rural
5. Other.........................................................
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10. Which social classes do your patients mostly belong to?
1. High class
2. Middle class
3. Low class
1. Laboratory
11. Which facilities do you have access in your clinic to detect prostate 2. Radiology
cancer? 3. Ultrasound
4. None
5. Other (Please clarify)......................
12. Do you have access to urologists or oncologists to discuss with in case L Yes
you need them? 2. No
1. Yes13. Have you attended any training session on prostate cancer so far? 2. No
1. Medical textbooks
2. Medical journals14. What sources do you use to update your information on prostate 
cancer (might be more than one)? 3. Retraining courses4. Relevant seminars /conferences
5. Other (Please certify).....................
Section B: GPs’practices on detection of prostate cancer
1. Yes15. Do you agree with screening of prostate cancer? 2. No
1. Controversial of survival
16. If not, why do you disagree? 2 . Consequence of therapy
3. Aggressive treatment
1. All man age more than 50 years
2. All man age more than 60 yr17. I f  yes, which type of screening do you recommend? 3. All man age more than 50 with LUTS
4. All man with + family history age more than 50 yr
1. 50-59 yr
18. Which age do you recommend for screening o f prostate cancer? 2. 60-69 yr
3. >70 yr
1. Doing Digital Rectal Examination
2. Ordering PSA test
19. Which of the following approaches do you use to mange the 3. Ordering ultrasound
detection of prostate cancer (might be more than one)? 4. None
5. Other (Please certify)........................
There are three tests which are used to detect prostate cancer including digital rectal examination (DRE), serum prostate specific
antigen (PSA), and transrectal ultrasound (TRUS). For the following scenarios, please indicate which tests, if any, you might
perform for detecting of prostate cancer (circle as many numbers as you practice).
l.DRE
2. PSA
20. A man (age 55year) is fit and well and presents to the physician for his 3. TRUS
annual “check up”. He has no significant medical or family history. 4. None of the above
5. Other (please specify)............................
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21. A man (age 55year) is well but is concerned that he is at risk of getting 
cancer. His brother was diagnosed with cancer of the prostate this week 
and his uncle died because of prostate cancer.
1.DRE
2. PSA
3. TRUS
4. None of the above
5. Other (please specify)............................
22. A man (age 55year) is fit and well and has reluctantly arrived to see 
the physician at clinic. His wife has persuaded him to attend after she saw  
a documentary on media about prostate cancer. He has come to seek 
physician advice about whether he should have a test done.
1.DRE
2. PSA
3. TRUS
4. None of the above
5. Other (please specify)............................
23. A man (age 65 years) presenting with lower urinary tract symptoms.
1. Obtaining medical history
2. DRE
3. PSA
4. TRUS
5. None of the above
6 . Other (please specify)........................
24. A man (age 65 years) presenting with lower urinary tract symptoms 
along with another chronic disease.
1. Obtaining medical history
2. DRE
3. PSA
4. TRUS
5. None of the above
6 . Other (please specify)............................
25. A man (age 65 years) who is suffering from other disease but is 
suspicious of potential prostate cancer?
1. Obtaining medical history
2. DRE
3. PSA
4. TRUS
5. None of the above
6 . Other (please specify)............................
Section C :  Barriers &  triggers o f detection o f prostate cancer
1. Lack of loiowledge on prostate cancer
2. Unclear language
26. Which of the following patients characteristics might be Embariassment to express 
barriers in your practicing for detection of prostate cancer 4. Low social class 
(might be more than one may be circled)? 5  Religiosity
6 . Other (please clai'ify)............................
1. Low experiences
27. Which of the following GPs’ characteristics might act as Being female 
barriers in your practice for the detection of prostate cancer 3. Lack of time 
(might be more than one)? 4  Load of work
5. Poor communication skills
6 . Other (please clarify)........................
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28. Which o f the following health system characteristics might be 
barriers in their practicing for detection of prostate cancer 
(might be more than one)?
1. Lack of policy for detection
2. Undefined position of GPs
3. Specialization
4. Insufficient referral system
5. Inadequate insurance support
6 . Under table
7. Other (please clarify)..............
29. Which of the following GPs’ characteristics might act as 
triggers in the detection of prostate cancer (might be more than 
one)?
1. Accessibility of GPs
2. Cost-effectives
3. Being expert
4. Good communication skills
5. Being male
7. Other (please clarify)...........
30. Which of the following patients’ characteristics might act as 
triggers in the detection of prostate cancer (might be more than 
one)?
1 . well informed
2. Symptomatic
3. Age >50
4. Have a positive familial history of prostate cancer
5. Other (please clarify)............................
31. Which of the following social characteristics might act as 
triggers in the detection of prostate cancer (might be more than 
one)?
1. Higher social class
2. Emotional support of their wives
3. Having trusted physician
4. Other (please clarify)....................
Section D: Influence o f psychosocial factors on prostate cancer detection
1. Psychological
2. Socioeconomic
3. Cultural
4. Sexual
5. Other (please clarify).
32. What do you consider to be the important aspects in the process of 
detection of prostate cancer (might be more than one)?
33. Which of the following reaction is taken by patients to manage 
their symptoms (might be more than one)?
1. Ignorance 
2 ..Minimization
3. Exaggeration
4. Being realistic
5. Other (please specify)
34. Which o f the following social factors might influence in patients’ 
decision-making for management o f prostate cancer (might be more 
than one)?
1. Being aware of getting cancer
2. Being informed of the illness consequences
3. Having financial support
4. Having emotional support
5. Other (please specify)........................
35. Which o f the following groups have the most important role to 
persuade men in their decision-making for detection?
1. Spouses
2. Friends (experienced the same disease)
3. Men’s siblings
4. Trusted physicians
4. Other (please clarify).....................
36. Which of the therapeutic consequences o f prostate cancer more 
influence your patients’ social life (might be more than one)?
1. Impotence
2. Incontinence
3. Both
4.None
5. Other (please claiify).
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Section E: Applying pbUcies to enhance GPs’ practice in detection o f prostate Cancer
37. There are different ways of the early detection of prostate 
cancer. Please indicate which, if  any, of the following 
programmes you prefer.
1. Screening all men at a certain age
2. Screening men with positive familial history
3. Screening men with prostate cancer symptoms
4. No screening programme
5. Other (please specify)................................
38. In case of carrying out a national screening programme in 
Iran which of the following age ranges do you prefer?
1.<49
2. 50 to 59
3. 60 to 69
4. >70
5. Don’t know
39. Which of the following methods do you think helpful to 
improve indirectly men’s knowledge about prostate cancer 
(might be more than one)?
LTV/Radio
2. Newspapers
3. Improvement men's knowledge by religious programme
4. Improvement men's knowledge by wife through Health 
system
5. Other (please specify)................................
40. Which of the following methods do you think helpful to 
improve directly men’s knowledge about prostate cancer (might 
be more than one)?
1. Improvement men's loiowledge through wedding 
ceremony
2. Improvement men's knowledge through army 
SImprovment men's knowledge by compulsive programme
4. Other (please specify)..............................
For your information, there is not any policy for detection of prostate cancer in Iran. The last question is an open question and 
asking about setting of a policy for the detection of prostate cancer. Therefore, regarding a wide spectrum of social, cultural 
psychological and medical aspects of detection of prostate cancer which are could be important to put in policy by policy maker 
you can mention your answer within a clear title, for example; setting primary cancer care in Iran with GPs contribution and est.
41. What kind of policy would you like to put in order of policy for diction of cancer especially prostate cancer?
1  2..................................................................................
4.
6.
10.
II. 12.
Thank you very much for taking part
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u'jb!' J j  a£ (Social epidemiology) j '  j j t
J  «ûjj IxiS cliSj A  a£ jjLuiJ a j j  A iil j  tJ (JL«S (jj***’"' ùjl j J  iliSjLL« Jl c l i l i j j j j  jU a jjx  aj
( (lllÆ^Üal ; jjtjJ jl AxLLLwiJ j (Jjl Jl I, i  a£ tjiml j S j  Aj ^JV . j*  l^â. ^ J j j ï &J 1^x31 J l j  j l  J j S a x  il ljü â j  il ia j  Ixjui llilc-Ual
. t lu a l  (JÜ a j* j (J j l  (j^aj ^ jttl  A x w jjj j J  L&wi j  , f U j j i  (Jl J l  j j IàI a  A S J j  (" i, aj i  L&w
J jl Aj Jjj  (.jA lji. j j lâ  A^l^ AxA jj i i_5.J L j  J j l j  ( j j l j j  -^jC-Loi^l i a Ajj^ tj_j5jxJj jljul j j  «jbic, j lx ^  J jl a£  .VllxiA j> laJaS
A jxjjj J jl jO A5.LI liLjaa J j jx  (_jx »jlj (jajâjùij j  Aa^lj.» {.gjlxjj j& l (J^lj.a j J  IjJxC. jlx jljlxJJ  I ( J . i^ &j.JJ AjjijjJ j J  a£ ^i^J jxulj (J ljx  
WjJ Aj IJ (jx jxc . j l ^ J j j U a x  llJJaâjx U ll ix l  j l  J i  ( j j ïa j  JjI IjÎ t f l j j  çgJUxx J l jL S xiJj
j  W jU ajx ^ I x J  J l ^ J J S J n i  l l j ^  (jXjJ J  j ^ l j â  tg jj ij jx il J jjJ j  tg lj j  a5Jj i j U a ^  (jjl (g ljJ  C jU ji. AjIjI l l j ^
Jjjjj J_g| Ji j j i  Axl'.ata JJ (jjl (JxlS J j j x j  JJ j J  Lax l l â j  I j l  ..^Laj Ajl j l  JJX& (jjL» j J  (^ Jx lj^  (gl^jjU j  Jul j l  j ljS .' i.l\j iU Aj j  ^LulVix 4(joJx
. J j j  J A l j i .  J J x S  ( j X j ^  o l ^ L -
Ax AJjjS f t jU x  j j J  Aj (gl ftjjiJ fwxj Ij Ij  J j i  j k j  J j j x  (gU  AjljJS Ij A jjj i  
.^ j t j  IJ J5u5j (jLaS (JjiaJ (jjl j J  Lax llljVaTa j  i1j£ j Ljx J l
llllc^Unl ( j j L j j l  j J  lli3J (jJuIJsl illg,^ iTlxl J la x ft lj^  jU lj  j J.JjjUjt (jaiJw jjl jkj
ID number: Questionnaire
(JLji.,
ÙJ.2 Aj-.l
tXjf/jfyxJ llLaiaia (jÜJ
:t>“ .1
:u^ .2
(jLui........................................ (ju jlxjs j S j  JJc. Aj lila l)
(jLx........................................ (.^Lajâ j S j  JJc. Aj lila l)
ÎJ j ^  ( j X  Lax j^L .fiialll p  j l j  j l x  3 J l J l x  Jj& .3
^JujxA (Jjidux iT 1 il ill j l^  Aj (Jlx j j^  .4
iljljJ ^ I j i j x l  . I 
(_jxajxai. ((_gU)ol^L«jJ U jIjjI j Ï  .2 
((jU)»l^lxjj b jIjjIjS .3 
S-dax .4
( j J j U j â  jLu l ik l )  ^ J  J j l  j a  .5
(jLuJ....................   ÙJ& Lâlal^
JUii............................... (O^Lajà ^  UiJ)
Am jS j\ i-lljjil .5
tin Ag jl AftlnU ^ 1.^  ^  IjJ-aT- 6
A^jjS ifX iiuUL ^ ,jl» jLâ A& jJ jjAjj LfXjxc. i_5_xjj I-&J Jljj*j .7 
( “JiA  J ‘ j l j J  ‘ J liL l ‘(jjj ic . ; (Jlia J lj ix j  )
a l^ lx jJ  j J  .1 ^  il j jJ j j  J j j  AjUx (Jjia j J  J j i .  ,.5j l £  (,_glA) i l i ^  j J  jL u j jlja j A^ IjjJa. .g
.A j j j i  a lK jU jJ jJ  .2  j S j  JJC Aj lila l )
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jsj.............................. . ifxajjwai ol^U jJ jJ  .3
jÀj.................... ....................... CS-*xaiA55 t_ik« jJ  .4
(jjlxjJ CjLo J i  Ax  ^ . 1
^^1x3^1 (>43 Ax  ^ .2 îjyjlj (.gjlSxA jIj j IjS Ia Axjj j t  l.S^IjS b .9
osU J Jjj Ax  ^ .3 (jxb  Ixx jlaj JJJX Ab jS  U&J j l  lllxl jSLxx )
(gUxjjAxjU .4
...............................................(Ajjkojâ jS j UU) »J(J& .5
^1x3^1 (J)!U a j^  . 1
(_jC.lx3^ l JajXjJa AjjLi .2 y Jjxb ( gX f çC.lx3a.l AJ^ (»IjS j l  IjJxC. Ixx (jl jb^ , 10
<^1x3^1 (juU AjjL .3
4 . 1 tS. 3 9^ 1 jlj “ JjA y  i jlisxx t(jajl >sjS ((gxjjxl Axbjj jJ  b1 t J j il  J lx  Ji^ jJ  . 11
j 4  .2 y All oJjxj ibS JX illxl PJjJ Cjl3xjjJ (jUa JX Aj ^&lj a£  j^xali
15^jA J , 1
i ^ J a ^ ^ . 2
i.5jjxljL lsIa » jjj  j j  ( i£ j» i ,3 j j j  *.J ‘^ lÂx 3JJ (jUajx Aj ^ I j  J j i  CilcbUal AjjKa., 12
Ja^jx (glgjuiil jijS /  Ia jLijxjüi jJ  iliS jx  ,4 (jxb  Ixx jL j Jx A ijS j l  ( j^  dixl j^xx) yjViS
.5
........................................... (AAjLja jS j UU) sjjc. ,6
jj3«x ttlSbiblx j l  . 1
cSJj 1>aIj  jS jx  .2
(ax Ixx (jaj3xJ jJ  ^bl&xl A^ tdiljx 9 4  (jUaJX Aj <_SjSxjix J jljx  ( ja j ix i tgl JJ .13
(Jxb Ixx jlaj Jx AL jS  L.&J jt  (jjÜJ tllxl (jKxx) y Jxb
f'ASaa^ .4
............................................ (aJJIx jS j Sj UJJ) ejijc ,5
4 .1 ^ Ijj CiuyjjijSLil b Cbxj J jIjjjl Aj ,çX jx J  jlSlxl bl ejjlx x  Aj jb i  Cj jjxa jJ  .14
j 4  .2 y .jjb  jj& j Ixx
(A llu ijjJ  ^ U > ju i A J j i  i jM p J iS  i^ ijJ  cflXJlJ^ (jLafi t f i j J  c flÀ J
4 .1 yj ^  b AjJxA (jstjx djUxjj^ (jUaJX <-Sjjjj^-xl b Ixlxl Ixx bl . 15
j ^ . 2
Aj'Aj i^jLjJ (Jyj (JJJ i s h j  J+13 . 1
1 4 “ 15^  J Iff jjjU (jlxjJ (jiajljc. .2 YajA J (.5X ij ^ j i  jlx jj 1J  JJj ^IjS (CssSlix C jjjxa jJ  .16
(^ x^Lj (^IxjJ iglgxJjj .3
(jLx 50 cs'jhj (S^ AJX AxA <-^ âûjSLxl . 1
(Jlx 60  (.s'jîLi tgl* J JX AxA <-So^jSlxt ,2
(gjl j j I ^blc li J lx  50  cS'jîW lSIa aJX AxA i_S4^jSlxl .3 y^jl^ t5-“ AfylxJJ Ij xK^J&JJll j l  Aa «tbSâljx Cjjjxa jJ  .17
llujx (4xlà AjjIx  U J lx  50  C.s’^ w Lgtk J JX AxA i-SjjÂJ^-xl .4
J lx  50 csVb .1
J lx  6 0  tsVU ,2 Yajj'a tyx jJJxlix d ll3xjjj iXijjjSlx! (jljJ iJ ijliJt A& .18
J lx  7 0  LgVU .3
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JüS J Auijli AuUx . 1
PSA ^  .2
CÂxIjijJ ,3 
jà jSj UU) t, .4
tfX j ISj  CjUuijjj (jU ajx Aj jSbiU J j l jx  ^gljj 1 j  j j j  cgfyx j J j l  i-SL)xlj£ . ] 9
(juiU Ixx jja j  Jx Abj& j l  (Jjyj Cjxl jS x x ) ÎAJJJ
;JxLx AS Jjx (jX «jUjxI tlltixjj] (jUajx aJjI (jxalix3 (jl jJ Cbwil ^jj Ax jl * jjjxl
1. Digital rectal examination (DRE), 2. Serum prostate specific antigen (PSA), 3. Transrectal ultrasound (TRU).
fjjjS (.gx ajlilxl li i l lx jjJ  (jUa j x  Aj i_Sj^x5ix J j l jx  aJ j I (jx x ijjij (jl j J  (g2ljj b  (Ia)  (."inn (sIjS j l  LuS t JJ j  (jlA jJjlix  b  A ^iljx j J
DRE.l 
PSA .2 
TRU .3
4.J ^  ,4
.....................................(AWl^ J* J^ A lilal) a JJC .5
(jUaJX (jLal* AjjIx jjJJ J ^ blc AjjSba^  (jjJJ 4 Jla.jxj ^ Ix 1 jAlla aIIx 55 cSAJx .20
.Clixl aJjxj AaaalJX Ixx Aj (jjlxJJ jjl IxlSba. (jljJ lijxa j  CjljxjjJ
DRE.l
PSA .2
TRU .3 AJ (jljJ ibHjijjJ (jUajx Aj 5bjl cSLxJj jl (jl^^ (.glj (dix IjaLL aIIx 55 (jAjx .21dj jà jjjj AJxJS AjAA j J (_HjAlJJ dlbxjjJ (jUaJX (jxuixj jl jl .jjS ^ gX Aa^ l jx IxxAlajjjx Clibîulxjl jljSo J (jJâjS jlaj .4 . JA J Jji Clxl aJjJ fJ>i (jUa jx  jjl Aj 5bjx ^  jl AS (g j 4  Jl^ jA (jxJ jxc
(jjaxaiâx Aj jl .5
........................ ...(AJjlxjS jSj lilal) aj^ . 6
DRE.l
PSA .2 jxxA .dJxl aJjxj Ajt^ ljx Ixx Aj (j5jxxA (jUjI Aj Jbajx ; (Jlx IjAllâ aIIx 55 (jAjx .22
TRU .3 ÙJ> iS .J ^  L$y>è b oAjS jIjIj Ij ,1 .gjjj jj Jj -jjjl j  (g AxbjJ xSu jjSU dj=x J >x jjl
AiVbj) XJ^ ^^  Aj A>ajj J (jxxljl (jjlj .4 JyLûJ LwjÎ
....................................(AJjlxjâ jSj lilal) aj^ .5
DRE.l 
PSA .2 
TRU .3
aIjjJjx djbÎLbi j l  jIjKj J  (JjajS jJij Cjja3 .4 
(jaaxaiia Aj .5
...........................(AJjLjâ jSj Ulaî) êj ^  .6
A*.^ ljx Lux Aj jIjJI (jJxl ttjiaà 0jW y t(jAj3a.l jjjbs (j jijjl (Xblc b aJLjI 65 (jAjx .23.dixl ojjxj
DRE.l 
PSA .2 
TRU .3 
J^axaiia Aj L^a.jl .4 
.(j^LoJâ jSj lilal) ÙJJC .5
Loui 4j Cliuii xJJ Aj jblx aS (jjljjl pj])lc b aILx 65 (jAjx .24
.djxl ttJjxj AjtsalJ X
DRE.l 
PSA .2 
TRU .3 
(jaaxaââx Aj ^ l^jl .4 
.(AJJI^ J* jSj UU) ûJJâ .5
Ixx Aj (jl ( j j ^  (jljJ Cbxl (jjKjJ (j jUjj Aj iÜx aS (Jlx 70 V 65 (jVb) g^ixx Jjx .25
.AjJx CllÜxjjJ (jUajx Aj <-£j x^Î1x (gjJb Ajljl (.gjbjjl jJ Ixx ^ glj Clxl aJjxj A*^ tjx
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(jjbuj Jjjx jJ (^ IS U (^ iSl b (gAlSl (.JC , 1 
(jjlxJJ A4 jjtjj CiJJxAt .2
((jj'jAl a jjJj) jXblc, gjxajj J  lJuxxjS j J (gjbj (JSaiU .3
(l5j'ja1 oJjjj) fjSlc. jbj jJ dJUA ,4 
C5jWj jJxA Aj bbjx jbxjj (gjUjJ (jàjxb Ajjaj .5 
(dlbbxaaX ççkx jJjb j^ LaJa,! ASiL 6
..................................... ..(AJjIxjS jSj Wal) a J J C  .7
(JajixJ (j Auljjj jJ (gjjlx CjxI jSxx jl jLaJJ ((jlA) A».raAxx (iIjS .26
?Jxb ^ jiw yjl djlluijjj jUaJUI Aj]jI
(jxb Lax jlaj Ax Ail jS I_&A jl (jSuj djxl jSxx)
(.giiSbAjj^ .l 
jlS Abj (Xoa. JJo Aj Clâj JjJxS .2 
djjjx (jjùa. .3
(Jjjb jx  .4
jUjj b Jabjjl cSjljâjj j J  (gilS djjlgx j l  (g jlA jjijj (,Jc. .5
....................................... (AJjIxJ* jSj UW) a JJC .6
jA j_gajLa jljj*J CjxI jîîxx , )xC jl5uûi jj f(jlA)Aj.aiixxjl c&xalAS .27
ÎAxb ^  jlax djUxjjj jUajx Ajlj! jxyixJ AxjjJ 
(Axb Lax jîâj Ax A3j jS jl (jjUJ djxl j x^ix)
AjIjI (jajixu (jl JJ a Ax i_bjaJ dlxl.Uii i_  ^jljSs . \
aJjI j^ .!L»n1 Ai'j* jA j l^ J j  "1^4 jAjjj oaixx .2
W'JG j — ^  .3
L^sk.jl (ilxix (jAxljl£U .4 
lA AxJJ (gil^ b djjLoa. .5
jLojj J uSxiijj (>J (gJLa Ajajl J .6
....................................... (AJjLjâ jSÂ Ulal) a JJC .7
jljj*J djxl (jSxx (gjlxjA 9 (^ gJxlAgJ ,iJxJui t(jlA)A*xiixx jl i-SaxIaS .28 
(JSjj CIjx! (j&xx) fAxb ^ jlax dlUxjjj jUajx AjIjI (jnjA I'lii AxjjJ jA (g*jlx
(Aulb Lox jlaj Ax Ab jS (_Kj jl
jAjj (JJJJXAJA . 1
jy'A Aâj*J .2
Aj]jI (jajixS djbsAi Ailjl (jljJ (>jV (gxJc (^bljj .3 
c4 ^ j' ig^Aj^x jl (jjlAjjijJ .4 
jSÂx (jia .5
.......................................(Ayb*j* J^ A Ulal) a JJC .6
(Jxlc jIjjaJ dixl (jKxx (gX jxc jlSLxjj t(jl*) Axaixx jl jl (-^ XxIaS .29 
ÎAxb ^ jlax djUx jJJ jUajx Ajljl (JaJixJ Ax jjJ jA aAjj& /Ujxi
(Axb Lax jlaj Ax ALjS (-&J jt (JM djxl (jSxx)
jt tsÂlS (gAlÊI . 1
( symptomatic ) j 'a dxblc jUajx aj iüjl .2 eAijS ^ jxi (Jxtc <_Sb jtjj*J dixl (jS-ox jljLo  ^ (lôI^ ) Ajuaixx jl i_5.axIjS .30
(Jlx 50 ifVb b (jjlxx (jx .3 ‘-h  jt cAy dixl (jS-ax) ÎAxb jlax djUxjj  ^jUaJx aJjI (Jxjàxj AxjjJ jA
t^ÂxjjJ jUajx (gLxU ASjLx jAjj Ij Ia .4 (Axb Lax jlaj Ax Ail jS
.......................... ............ (.%lxjà jSÀUlal) a JJC .5
(djbbxaai glax a jjjj)^b (gClxJal Aâjla . ]
jtjxxA (gJJSl JX J (gjljj diiLoa .2
ajljjli (glLx J (ga.jj dJjLoa .3 (jxtc iSj jIjjaJ Cllxl (jSxx jljLoJJ (^ LoJal ((jl&) Ajxaâxx jl i_5^ IaS ,3 1
jjLjf 4^-* jtjxjA (gjlxjA (jâjx Ajj ^  .4 ?Axlj ^ jlax (jxüâxi AxjjJ jA a.\'ijS (iJjxJ
jULxjj (j AajL Aj (gcLoJal aLojcI jJjJ .5 (Axb Lax jlaj Ax Ail^  ^ jl (jLj Clixl (j5xx)
I* 4xJJ duUa jl (jjbjji.jJ .6
............................... .......(AAllxjà jSÂ Ulal) a JJC .7
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Appendix 5
Minlilr)’or I IcalihA Medical Education g  ]  $ £ P  2 0 0 S
Undersecretary for Research & Technology
211 Opposite A\^sta Park. C  Q
Tehran. 11419. Islamic Republic Of Iran. O  f  î j
Tel:+98216933751 K
Fax:+98216923840 
tlmrril-mihi.hbi.Jnir.iy.irE-mail: 
liiin:.7\\\\w.hhi.or.ir
Dear Dr. Taghipour
This is to certify that your protocol with the topic as 
“Beliefs about the early detection of Prostate cancer by 
general practitioners and Patients in Iran" has obtained the 
ethical approval from the 25^ session of Iranian National 
Ethical Committee on 27 sep.2006.
Dr. H. Maleka&ali 
Head of National Ethical Committee of Medical Research
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UniS
Ethics Committee
09 October 2006
Dr Ali Taghipour 
PhD Student 
E I H M S
Dear Dr Taghipour
Beliefs about the eartv detection of prostate cancer bv general practWonerg and 
patients In Iran (EC/2006/87/EIHMSl
On behalf of the Ethics Committee, I am pleased to confirm a  favourable ethical opinion for 
the above research on the basis described In the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion; 09 O ctober 2006
The final list of docum ents reviewed by the Committee is as follows;
A pplication 01/09/2006
In su ran ce  Proforma 01/09/2006
Research Proposal 01/09/2006
Information Sheets for GPs and Patients 01/09/2006
Consent Form 01/09/2006
Interview Guides for GPs and Patients 01/09/2006
Your Response to the Committee's Comments with Amended Documents 25/09/2006
Letter from the Ministry of Health & Medical Education 27/09/2006
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any am endm ents to  the protocol, any adverse 
reactions suffered by research participants, and If the study Is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required In 
the event that the study Is not completed within five years of the above date.
Please Inform me when the research has been com pleted.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr V Vydelingum, Supervisor, EIHMS 
Dr S Falthfull, Supervisor, EIHMS
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 ^ Patient in ten iov  
2 Date: 7/11/06(1385/8/16)
2 Time duration: 55 minutes 
* Setting: patient's house 
 ^ Participant's identification number: 01 
® Interviewer: Thank you very much for participating in the interv iew. 1 
wish your health back and you are able to lind your good health. For your 
information, prostate tumour is one of the most prevalent diseases in 
developing countries and there are many questions and obscurities about 
it. According to the disease importance, the purpose of this study is to 
assess and to understand your view points and your beliefs about the 
diagnosis process of the disease. Certainly, your points of view influence 
better understanding of the disease. For my research, your beliefs are ver>' 
important and therefore, there is no correct or incorrect view. Let us. to be 
called for an interview, without name and it used very secret.
 ^ Interviewer: First of all. tell me how old are you?
® Participant: I am 72 years old now.
 ^ Interviewer: Do you live with your family?
0^ Participant: Yes, I live with my wife. My oldest son who is 44 years old.
1 have a daughter which is 42 years old. I also have another daughter who 
is 36 years old. and I have another daughter who 33 years old. My two 
younger daughters have MA degree and also my son is a clinical 
psychologist. 1 am a retired jurist. After retirement, because 
unemployment. 1 have worked in an office of notary public for 20 years. 
Interv iewer: Are you from Mashhad?
’2 Participant: Yes, I am from Mashhad. I have lived here and from my 
generation to generation is Mashhadian.
’2 Interviewer: Could you please tell me what happened to you that you 
think you had prostate problem?
Participant: For your information, sometimes you encountered with a 
patient, who is unaware or obstinate, for example; doctor tells him: don’t 
cat sweet? He said you. one is not important, so he has one in breakfast, 
iuiolher for lunch and Just one for dinner. After the time, he became blind.
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That is, he is either obstinate or unaware, I was not such patient.
5^ In the beginning of my life, that is, while 1 knew myself as a person in 14 
years old, 1 observed fast and prayer. I did not agree with alcohol, with 
cigarette, and even things that are really really harmless.
’6 1 had a healthy life. I used and enjoyed from the nice air, nice morning, 
beautiful night, the sky which was full of stars and from all influences of 
my life. When 1 was in Gonabad. there was a sky full of stars, in the 
morning and night 1 watched the sky and enjoyed.
I followed the hygiene, and also kept healthy. In the morning I always 
wake up early to do some exercises and 1 ate 1 kg of fruit. I was careful 
not to eat egg more than twice in a week. I studied about health and 
medicine. 1 didn't let my liver get too heavy and didn’t have any fruits 
which can cause allergy such as tomato. Sometime, I studied Dr. 
Jazayery’s books and also Dr. Hawser’s books about nutrition. I was ver> 
healthy and strong. For example; try to walk after dinner about 15 
minutes. 1 was a sportsman, such as wrestling, swimming.
1® 1 knew all parts of my body but 1 forgot the prostate.
1® So in 1373 ( 1984), suddenly 1 have got a severe back pain. Actually my 
illness was begun by sever back pain, it was horrible.
2® 1 thought it is probably a discopaty.
21 My children (his wife) told me; call a doctor but I didn't accept it. I told 
them that I'll tiy to treat it by exercise, but I could not treat it.
22 Then I was visited by Dr K.... (He is his family physican). He examined 
me and there was no discopathy, then he prescribed radiography. Then, he 
looked it and told me, there are several yellow spots in your radiography, 
so it’s not my job and he referred me to urologists. At first he introduced 
Dr. N, then Dr. R.
23 I chose Dr. R. because some body told me that he is an up-to-date 
urologist,
2^  therefore I visited by him and he took some samples from my prostate.
25 Then he told me: for starting treatment, we must take a part of your 
testicle. It is necessary for your treatment and didn't need to take your 
prostate gland. I want to know', it doesn't matter for you or it is not a
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2® I said him; no it's not important for me and my wife as well and we 
accepted it.
22 Interv iewer: Is this a shared decision?
28 Participant: Yes, he was worried for my sexual relationships.but we (he 
and his wife) accepted it just for my health.
29 Then 1 was hospitalized in Mehr Hospital (private Hospital) and 
underwent an orchidectomy.
38 It was very simple and didn’t have any infection. Then just after one day 1 
was discharged. It was quite successful.
31 Then he ordered a PSA test unfortunately it w'as over (high).
32 Interv iew er: Did you have PSA test before surgery ?
33 Participant: Oh. yes but it was just for control.
3^ So he told me; you must go to Tehran for visit by an oncologist. 1 went to 
Tehran and an oncologist who told me: it is a cancer, prostate cancer and 
it was got metastasis to your bones such and such...
35 and told me; you must get chemotherapy. But 1 told him: 1 don't like to 
get chemotherapy. Probably, there are other ways and approaches. Due to 
avoiding chemotherapy I came to Tehran. If! want to get chemotherapy. 1 
have been stayed in Mashhad.
36 Interviewer: What are your views about chemotherapy ?
32 Participant: I don't agree with chemotherapy, because it's not suitable for 
my personality . 1 like to have an active life and by having chemotherapy 
it’s not possible.
38 So 1 try to find the name of other professors in oncology such as Dr. J. and 
Dr. R. It was 1383 (1994). At first 1 chose Dr.J. When 1 entered doctor's 
office. I saw several patients, the one sat on the wheelchair, another lie- 
down. We have been in the waiting list.
39 When he called me, his assistants asked me my past medical history of my 
illness. They prescribed for other patients but for me they chatted to each 
other, so 1 laughed and told them why did you chat to each other? 1 know 1 
have cancer. But I decided to subdue this cancer. Dr. J. told me. can you 
eradicate the cancer? I told him; yes 1 can. then he said me; all right, how
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can you do it? I told Dr.: firstly I am not afraid of death. Secondly, each 
disease has belonged to a person. Well, this is belong to me. i'll eftbrt to 
fight this cancer and finally 1 will brinu it to heel (proverb; it means, to 
defeat it or beat it).
^  He become very glad and told me; at first we chatted to each other on 
chemotherapy but due to your high spirits, we changed our plan to 
homione therapy,
1^ This is the first doctor, and then we decided to meet Dr. R but he went to 
London.
Dr. R, as my friend who is working in the ministry of health, he helps us 
to get an appointment with professor S. Then he visited me and took past 
history of my disease. He said to me: '1 don’t prohibit chemotherapy, but 1 
think there is another way and it is Radioactive S transi urn (RS). and it 
imported through the Nuclear power Organization authority from London 
and I will inject it for you myself.
3^ My daughter, who accompanied me. told; please write the letter and told 
again; how much does it cost? i hey told her; it costs about 1 250 000 
Tomans (Iranian currency and it equal about £ 850) but regarding the 
order of Iranian President's discount for special diseases, it costs would be 
around 400 000 Tomans (Iranian currency and it equal about £ 300) for 
you. She told them please write cash receipt and she paid it very soon.
ITtey told us; we must send it to London by post. But my daughter insisted 
and said: we sent it ourselves and went to post office.
^  After 1 week, they called me the drugs had arrived. We also called Dr. S. 
what do we do? He said me; come back soon.
5^ Finally Stransium was injected. Before me a lady who was given this 
injection, she w as complained about the side-efleets of it during injection.
^  Then later he injected it into my vein. He asked me how your feeling is. 
do you get hot or have you any pain? I said; not at all. at end of injection I 
said I am Barn’s aubergine and Barn's aubergine doesn’t have anv nlauue 
or pest (proverb: it means. 1 am very strong). When it was finished, he 
wants to help me for getting up. but I said; 1 can get up myself.
2^ 1 was discharged by his order and after 24 hours that 1 was keep in
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quarantine, we come back to Mashhad. It
^  caused my feeling better day by day and gradually PSA decreased from 93 
gg/L.
9^ Here, Mashhad, 1 met Dr. R. and explained my history in Tehran and 
treatment which 1 got by Dr. S. He, Dr. R. prescribed Cyproterone.
Initially it was started by 3 tablets every day, later 2 tablets, and next 1 
tablet every day.
58 My PSA was checked regularly until the PSA decreased to 16 pg/'L. He 
told me; it’s OK, right now there is no problem and don’t worry , but I try 
to have regular visiting with Dr, R, especially somebody say: his data is 
up to date.
51 During the winter, suddenly. I've got leg pain. It continued until. 1 
couldn’t move. So 1 decided to visit Dr. R. He prescribed some ampoules. 
After injection it became better but again later on Ashora. due to walking, 
pain became severe. I went to visit Dr. R. he gave me Ketokenazol. 1 feel 
bad from this: 1 told the doctor that I suffer from its side cfleets. Do 
something about it. He reduced the dose of the tablet.
52 After two months. Dr. R. told me to go to visit Dr. S. again, so 1 went to 
Dr. S. He stopped Ketokenazol and said that one of the w ays of your 
treatment is tliat you must stop taking any medicine. In 2 or 3 montlis I 
didn’t take any medicines.
53 After that when I went back to him. he said that we have to do radio 
therapy. Four months ago we went to the radio therapy. First they told us 
that the machines here are very modem, but when we saw that somebody 
putting their head under the tap after the radio therapy , but there was no 
problem for me. First there were going to be 10 sessions but afterward 6 
sessions added. Mean wile they tested my blood two times and also got 
CT scan and they saw that it was Ok. In the twelfth session I was a bit 
uncomfortable. They gave me some tablets. The fifth session I felt like 
that they were squashing my body. They said that it is the side effect of 
radio therapy .
5^  After the 16 session I felt a very severe back pain that 1 never had an 
experience of such pain, so I had to take Diclofenac. In a day I had about 1
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or 2 tablets so I could stand the pain but it still hurt so 1 went to Dr. S. and 
told him about my pain. I told him that you said me; these machines are so 
modem but this pain is worse than the last one. that I have forgotten the 
last pain. I wish that 1 had not undergone any radio therapy, 1 would prefer 
to have the last pain than the pain 1 have now. But he didn't give me any 
medicine.
55 When I went back to Mashhad 1 brought this pain with me. I went to Dr.
R. again and he examined me and ordered some tests but all of them were 
OK. Finally the reason of the pain was not found.
56 Until few months later, I referred to Herbal medicine. I went to one of 
these persons who were experts on herbal medicine. They gave me a 
massage with special oil. This person said a subject that 1 accepted. He 
tolled me that on my pain area the vein and arteries was closed. He told 
me to do Hejamat. But 1 didn’t tell him that I was under control of an 
conchologist and urologist. Blood maybe is very important to me so I did 
not do his order. But 1 think that my veins are closed due to radio therapy. 
Right now I am in search of a doctor to give me some medicines to open 
my veins so my pain will t>e gone. This was my whole story.
52 Interviewer: What about the other symptoms did you have any other 
problems?
58 Participant: look 1 did not have any information about prostate and I was 
careful of my whole body and I haven’t got any sy mptoms such as 
frequency or nocturia. At the nights 1 never woke up. I didn’t have any 
symptoms, but I don’t know how I got this illness and why it got 
metastasis to my bones.
59 Interviewer: The time that you have been under investigations and go to 
different doctors, with respect to your symptoms, what did you feel about 
your illness?
56 Participant: 1 thought that the start of the story was here. My daughter 
and I wanted to go to Tehran. 1 picked up her suitcase one handed to put it 
in the train. When the train started to depart, my back got twisted, it was 
that, that got me lost. 1 felt a pain in my back. I thought that all the pain 
that were in my pelvis and my back had something to do with lifting the
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suitcase and I thought that with exercise 1 could make my pain go away,
61 So when I did exercise I saw that the pain was not getting better. And I 
understood that this issue is not related to that. Then I went to the doctors 
and they did radiography and at the end they took me to a doctor that was 
an urologist.
62 Interview er: At last when you understood that the illness had something 
to do with prostate, how did you feel?
63 Participant: Look. I didn’t have any special kind of feelings and 1 didn’t 
think that it is anything important. And when Dr... did the operation 1 
thought that 1 will get fine and will not have any problems and really I did 
not have any problems after the operation.
6^ Interviewer: At the next stage when you had to do the radio therapy , how 
did you feel ?
66 Participant: While I was having the radiotherapy 1 had a lot of hope. 
Because I saw that after few- days the pain of my leg was gone. At the... I 
also had a pain that finally got better. That means that the pains I had were 
gone by doing the radiotherapy. The side eft’ects of the radiotherapy 
happened after the 16*'' session.
66 At the moment I feel that the radiotherapy was good but I am worried that 
my radiotherapy closed all my veins. And this needs a massage and some 
medicines for it to get better. I feel like if there was a doctor here right 
now he would prescribe a medicine for me to open or to dilate my veins. 1 
think that 1 will feel better.
62 Interviewer: You have a good idea about your health control, so please 
tell me how did you cope with your illness and which factors did help you 
to cope?
66 Participant: First of all 1 got help from God. Secondly when 1 was 
diagnosed I went to holly shrine of Imam Reza. it was also the birthday of 
Hazrat Zahra. I got out of the car and went forw ard few steps but I 
couldn’t go more. 1 said “Imam Reza. my deal with you was that till 1 am 
alive I am able to come to you on my own ability and now it is your 
mum's birthday but you can see that I can’t come. I want you to make me 
healthy and blessed”. At that moment 1 felt like that Imam Reza had given
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me health and blessed me. When 1 felt that 1 got health and blessed after 
that every time 1 said lets go to England for therapy I said no. 1 got 
blessed. The important thing was that 1 trusted and believed in God and I 
was confident that I got health and 1 was healed.
69 Inten iewer. What is you family's role?
26 Participant: My family? Well 1 got a wife who is very kind and has 
sympathy. Every night she wakes up a lew times. At day time she goes to 
my office and does all the work. She is very kind to me. My children, 
especially my youngest daughter takes so much care of me.
21 Interviewer: What about your friends?
22 Participant: My friends are really helpful. They keep on asking me if 1 
am all right. They come to me and take me out and pray for me to get well 
soon.
23 Interview er: How is your social activity after therapy ?
2< Participant: If I w ant to do, I can work like how I used to work but 
because of taking Flutamide I am sleepy so I have to take some rest. This 
matter annoys me. I don’t want to be a person that is useless and can't do 
anything. I want to be active. When I walk, sometimes I feel weakness 
inside me. My PSA got up again and reached 284. But recently I have not 
checked it.
25 Interviewer: How your illness has alTected your sexual function?
26 Participant: you know , we accepted the sexual consequences of the 
illness. We hundred percent accepted the failure.
22 Interviewer: what do you mean by failure?
26 Participant: I accepted the sexual failure just for my health. It’s no mattei 
for me. 1 discussed it with my wife and she has accepted it as well.
29 Most of the people, who have problem w ith their prostate, say that the 
problem of ejaculation is related to this. As a result, when they accept the 
therapy for this illness they inevitably accept its sexual complications. 
They have a feeling of failure and weakness. They call it impotence and 
think that they have no masculine power. They don't want to have a 
feeling of inferiority when they face to their wives or their friends. For 
this reason, they hide their illness from friends and particularly from
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women. But 1 have this braveness and 1 accepted that my health is much 
more important.
86 Inten iewer; how is your relation w ith your GP and specialists?
81 Participant: well I have a very good relation with my GP and some of my 
specialists such as Dr. R.
82 Maybe I am a rude person and try to know more or ask a lot of questions. 
But generally , they think that we don’t know anything about our illness 
and also they think if we don’t know anything, it maybe better for us. For 
instance, I understood that I have got cancer. Well firstly, it was very 
difficult for me to accept and to cope with my disease, but it help me to 
know more about it for example I know this disease is very common in 
the world and understood that many men suffered from prostate cancer 
but died from other disease. So 1 think we need to know more about the 
diagnosis process and therapy procedures especially about the side effect 
of treatment.
83 Inten iewer: have you experienced any positive or difficult moments 
during this process?
8< Participant: yes, the most beautiful and happiest time for was the time 
that 1 received Stransum. as I thought 1 found my health and felt that 1 
flying.
85 The worst time for me is after radiotherapy because this pain is going to 
kill me and 1 so sufl'ered from it. But I always am waiting for good news 
to remove this pain from my body. Maybe radiotherapy was necessary for 
me do you think so?
88 Inten iew er: yes of course, it was necessary for you. especially as you 
know your cancer have got metastasis to your bones. Hope you take good 
effects from this phase of your therapy and forget this side-eft'ect.
82 At the end, again thank you very much for this interview. If you have any 
other comments, please let me know.
88 Participant: no thanks. I really enjoyed this interv iew. You gave me high 
morale and hope you be successful in your research and 1 be alive to see 
vour success.
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Disseminations
masmKmsmmmmmmmm
The results fi'om this study have been presented in several relevant 
conferences, seminars, and research festivals as oral or poster presentations so far. A 
paper from these findings was submitted for publication as a chapter of Conference 
book in 2007. This paper was presented previously at 6*'^  Global Conference on 
“Making Sense of Health, Illness & Disease”, Mansfield College, Oxford University 
and was selected for publishing within 45 presented papers. It was also attempted to 
present the findings of the qualitative phase of the study at appropriate national and 
international conferences. At the end of the project, the results will be presented in 
Division of Health & Social Care, Faculty o f Health & medical sciences. University 
of SuiTey and also in Mashhad University of Medical Sciences. It will be reported to 
Iranian Ministry of health and Medical Education for using of policymakers and also 
to relevant groups such as urologists, GPs, and primary health professionals in Iran.
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A. Oral presentations:
1. Taghipour A. “Comparison of Quantitative and Qualitative Research 
Methods” Omid Hospital, Mashhad University of Medical Sciences, Iran, 
November 2006.
2. Taghipour A. “Men’s health perceptions and early detection of prostate 
cancer: an interim analysis using grounded theory” PhD peer group, 25‘'^  April 
2007, European Institute o f Health and Medical Sciences (EIHMS), University 
o f Surrey, UK.
3. Taghipour A. Vydelingum V., Faithfull S., “Health seeking behaviours in 
patients with prostate cancer in Iran”, “Seminar on Medical Sociology”, 6* 
June 2007, EIHMS, University of Surrey, UK.
4. Taghipour A. Vydelingum V., Faithfull S., “Iranian men’s perceptions and 
experiences about early detection of prostate cancer”, 6^*^ Global Conference 
on “Making Sense of Health, Illness & Disease, 9^  ^ to 12^ '^ July 2007, 
Mansfield College, Oxford University, UK.
5. Taghipour A. Vydelingum V., Faithfull S., “An exploration o f social 
perspectives about the early detection of prostate cancer in Iranian men”, 
Conference on Working together in health and social care, 4^^^  & 5^  ^December 
2007, Goodenough College, London, UK.
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6. Taghipour A. Vydelingum V., Faithfull S., “Doctor-patient relationship in the 
context of prostate cancer detection in Iranian society: is it justice-centered?” 
5^*^ Iranian Congress of Epidemiology, 7-9 October 2008, Sanandaj, Iran.
B. Poster presentations:
1. Taghipour A., Vydelingum V., Faithfull S., “Iranian men’s illness perceptions: 
a grounded theory study with theoretical perspective of social 
constructionism”. Poster presentation in the 1®^ Postgraduate poster show. 
Faculty of Health & Medical Sciences, 24^ *’ October 2007, University of 
SuiTey, UK. (Being awarded the second prize for the best poster)
2. Taghipoui* A., Vydelingum V., Faithfull S., “Seeking help through the process 
of prostate cancer detection”. Poster presentation in the 1®* Postgraduate 
poster show. Faculty o f Health & Medical Sciences, 24^  ^ October 2007, 
University of Surrey, UK.
3. Taghipour A., Vydelingum V., Faithfull S., “Psychosocial aspects of the early 
detection of prostate cancer in Iranian men”. Poster presentation in the Festival 
of Research, 2"  ^November 2007, University o f Surrey, UK.
4. Taghipour A,, Vydelingum V., Faithfull S., “Impact o f prostate cancer 
experiences on men’s perceptions for the early detection: A qualitative study”, 
submitted to “FHMS Festival o f Reseaich” Friday 4^^^ July 2008, University of 
SuiTey, UK
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5. Taghipour A., Vydelingum V., Faithfull S., “Social determinants in the 
context of seeking diagnosis of prostate cancer” , submitted to “FHMS 
Festival of Research” Friday 4^*^ July 2008, University o f Suirey, UIC
C. Publications:
1. Taghipour A., Vydelingum V., Faithfull S., “Iranian men’s perceptions and 
experiences about the eaiJy detection of prostate cancer”. Submitted to 6th 
Global Conference “Maldng Sense of Health, Illness & Disease”, to be 
published as a chapter of Conference book, 2007, Oxford University, UK.
2. Taghipour A., Vydelingum V., Faithfull S., “The early detection of prostate 
cancer from men’s perspectives: a qualitative study using Grounded Theory”. 
Submitted to the Journal o f Public Health.
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Research Methods
Overview
Qualitative and Quantitative Paradigms
Qualitative and Quantitative Research
in terpreta tive/ responsive
■ (usually) inductive 
I identifies concepts
sa n ctim o s ontydoscrtt/es a  
; situation BU T in acticn- 
I research openly intervenes 
; illuninatas the situ a tiœ
; truth seen  a s context bound
j positivist/hypotfw lico-! detkr^ ve______
j (usually) deductive 
I identified coiK cpts a n d  
I investigatesrelckionsfvps
I te s ts  relationships betw een  
I concepts
j accep ts or rejects p toposed
I therèry_____________________
I tru thscen  a s objective 
: an d  universal
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Typical Methods Researdi Methods Categorised by Activity
Teaching: Elementary Concepts i Teachir^ : Selecting Statistics
'J
ConclusionTeaching: Software
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Introduction
Men *s health perceptions and early 
detection o f prostate cancer: 
an interim analysis using grounded theory
B y
Dr. AH T^hipour
■ Who am i?
> \^ hy prostate cancer?
> What are the aims study?
>  Why qualitative stwiy?
25/>*rl2007 PhD Support Group Mwfns», LMwraiv of Surey, BhWS 25Aprl2007 R O  Support Group MMtngs. UhlWfoity of Suriy, BhWS
Who am  I?
G P A  lecture in  social m edicine. Department o f H ea!tii& SodaiM edicine, 
M UM S
> some of previous research;
~ M ental H eaith (report to  m inistry o f beaithX 
-IV F & lslam (pub iishedasa  chapter),
-R isk  factors o f STD  &  A ID S On htdia, non p titS sh ed )
>  In te re ste d  in  Socloepidem ialogy
- medical hntdedge,
-petxepdaas ofbeatth £  lltiess,
• esperieace o f health A  Ilness,-soda! and cultural aspects of heaUb,
- pattern o f heattb mtd Ilness In rdattaa to social coasbrnetioa,
- stu ff o f socU orgaahatim o f healtb caro
Why prostate cancer?
\Medicaiaspects of prostate cancer 
-Inddence
The S flh  m o st axnm on ca m xrin  the w orld (2005) 
G ichal: 680 OOOrcpcrt (2002)
UK: 9 8 /1 0 0  0 00m en (2004)
Itm :>  I% o(i98S)?
-Adiology & R tik factors are 
unknovm(?)
- Screemng is cmtroversiai (?)
25Aprl2007 PhD Support Group Mtefngs, 
IhtVMlty of Surey. BhMS
2SPprl2007 PhD Support Group MMinp», 
UWvwiltyof Suroy, BhMS
Why prostate cancer?
\Psychosociaiaspects of prostate cancer
-Emotiona!? embarrassment & ORE 
? Sexual behaylour 
-Stxial identity ? gender 
-Decision-making ? ?
Medical scope & Social scope
disease
Illness
Wellness
>  IB n essp erio d o fp n sta teca n cerd o esn o tb e0 n » h en th em u iB rstco n tesin to  
contact n ith  the pbfsicittn , ciinie^ orhospitaL
>  T bereisas^n ifkim tperiodofdecision-m iikh ig iindieh '-therap^hetn teo  
w tB n a sp a io d  and diseuse period M Éch is  m aned iiinessperiad
25 Apr! 2007 PhD Support Group MeeSna»,UWwrolty of Surey, BHMS
25Aprl2007 FW) Support Group Meelnge, 
Uhhmilty of Surey, BhMS
378
Dr. A li Taghipour Disseminations
R ela tio a sh ip  Ê x tn ven  m en 's h ea lth  p ercep tio n  a n d  p ro s ta te  ca n cer Ü
■oAkAhpacqtioa
arifdAeaioigfpranieciKtr AeofgrauqacacfinMeaaoci
Aims of Study
■ General objective:
• To ciqdav Irmiao Q ^* and mm*sbtâeft about emfytttwtkm o f prostate caocer.
> Speciffc objectives:
-tb umktstmMltlKexiieilmctsuKlpeixtptkmceGn about the tmty'denxOoatrpmun 
-ToaadratundtbeetpeikiKeibBdpmeptloa dmeaaboia tbetiutfilnetliaiofpmtale 
-JbiklemÉtuleCCi’pructkt/utretm uboMtbteurtydiltciioaafpmtbilecotKern^^
25Aprl2007 PhD Support Group Meelngo, 
UWvereity of Suroy, BhMS 2SAprl2007 PhD Support Group hfcolno», UhtyersNy of Surey, BhMS
Why qualitative study? 1 Why qualitative study? 2
in  ep idem iology, v iew  about screening  o fp ro sta te  cancer is  based on 
M txlical M odel o r B iom ed ica l M odel Toovercone the limitation of Uohgical modelnwiy studies were carried out to ovate an alternative mt)dd.
>  A ssu m p tio n s o f  B io m eth ca i M o d d  ( N ettleton . S  2006):
!. ^fiod'bod} duaikm: it means that the mind and body can be traated sq m td y  
2 A fccbaaka/ oKlapha; it incMcatis that lie bodv cm be ttpaùvd fÜe a macAme So in Aà re^nb  fbyskim /Ae oqgMcay wA? cm mead body d)snaKtioti
J  Tccbadofiical bnpendiiv: ittwaai tbc/v/eaodmeritoftednohgy mtneddne ubkb samtimcs is tavtpbyed
4 Kcductionistni k Acuxs oo dixax aoJks tidoffcal (axiiectdar and cefktbr) diaofps and ae^ects aocial andpsychokjipcai Acton
5  tkKtrkte o f apedfkaeû(di)g^;Mbkdï assumed dad evtay disease is caused fy  a sped/kt ideatiSahfe apsU- omtviy a dixaie entity.
>  ThereSirc, th is  m odel ftx u s  on th e  d isease ra ther than on th e  p a tie n t, a nd
on th e  c e ll a n d  tissu e  rather than on th ep e rsa a _______________________
2SAprl2007 PhD Surport Groif: MseHngt, UWwretty of Surey, Bh*®
The sick mk; it is the first theory whkb was designed by Talcott Parsons in 1951.He used ideas
S tu n  ffeu d 'sp sych o a n a iy tic  theories as \te lla s
S a m  ftm ctiona iism  and from  M a x W eb er's vm rk on authority
toavatean ‘ideal fype'that could be used to shed light on the social forces involved in episodes of sickness.
25Aprl2007 PhD Support Group Mrelnge, 
UhhmteMy of Surey, BhMS
Why qualitative study? 3 Why grounded theory?
■  S in ce  th is  publica tion , m a n y studies were carried o id  to  describe aspects o f
th e  illn e ss  experience. So, m any authors focused  on u n d ersta n d in g o f 
disease processes a n d  illn ess acpcriences
>  A lthough , u n d ersta n d 'n g o f illn ess experiences is  ncccs.sary bu t n o t 
su ffic ie n t to  have a m ore com prdt cn si ve v iew  about illn ess.
>  f t  seem s th a t developing  a p erfec t illn ess m odel sh o u ld  be based  on;
/. illn e ss experiences,
2 . illn ess perception , a nd
3. in d u ctive  approach.
'>  Q ualita tir e  m ethods a llo w  fyr th e  devd o p m en t o f  m o d d s w ithou t lo sin g
a n y  o f  th e  above charactaristics
■ G f is a (jualitative research ^ roach for inve^ igafitig socialptxxesses and structures (Chaihz&SHorBon, 1986).
> It is also a hi^ ily systematic afproach for studying socialexperiences and interactions (Holloway & 2002).
>  Grounded Tteoiy((H ) is the best suited q^xvach to 
describing the social processes o f prostate cancer.
25 Apr! 2007 PhD Support Group MeeSngs, 
Unlverelty of Surey, BhMS
25Aprl2007 FtO Support Group MeeJnge,
Unfwteify of Brrey, BhMS
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Theoretical perspective Social construction
■  E very research is  b u ild  upon a paradigm .
>  O veraii, in  m edical research, there are tw o paradigm s
I. Posttbism (tnifirkxKualytical appxadi) is cathined nith cbsenation ani experiment and 
stresses the biological aspects ofnellness and illness.
the main aim 0 f  this apftvach is to ttst a deductive hypothesis which moves Horn the general 
to thetpeciSc.
Z. Inlerpredfism  (Dcscripthe or qualitathv appmadO Sxuses an social and naUiralistic 
aspects ofnellness and illness
>  G T  needs a perspective theory based on the aim s o f th e  study. Forexam pie;
? S^tnboOc Interactimlsm is a thexxy about huitm  behaviour and is derived Som Geage 
tta b a t Mead (1934) and developed by Uetbcrt Bhmter (I969)and Osmn (1970).
7 Social Ctmslructioitism is a wide social titeay aboutkiKvledge and derh/od Som Betger 
and Luckamainl'1966)
29Afrl2007 PhD Support Group MwUngo, UhlvoroHy of Surey, EIHMS
■ TTie focus o f social constructionism is to  uncover the ways in 
which individuals and groups participate in the creation o f 
their perceived realky.
> Berger Sdjickermann argue that all knowledge (including 
medical knowledge) is daived fixmi and maintained by social 
interactions.
>■ Prostate cancer, like other disease, is a transibmntkxi Rom 
wellness to  illness.
>  Social constructionism  as a qualitative paradigm is an ideal 
theoreticalperqiective ofG T  to understand GPs ’and men’s  
ezqxriences arid perception on prostate cancer.—— ——— —— — iiiiiii I — —
2SAprl2007 PhD aipport Group Meelngo, 14UTlwretly of Surey, Hhhfô
Grounded Theory-1
UseofGT
-areas;
G T  m akes Us greatest contribution In areas In which little  research has been 
done.
-uses;
/ .  p re cu rso r  fo r  o r co m fkem en ta ry  to  fu r th e r  In  w stig a d o n .
2 . th eo ry  g en era tio n  (th e  speciH e focus).
Grounded Theory-2
H isto ry
7 tn the 1960s, Barney GbaermdAttsdm StruE sgaaatedG r hum uring
syntHilc loteractloiism t> 6ndout tcahhptofbssioaals' Btaacdon ulth i^iigpariats.
7 n iç 'dixovaal ^ a m ric  m ikxidqgcal stiaogies Ibr dnxJoping Iheoties ta n  
raauch grounded in data rather than de€tudae testable h}polheses Sxm mseardi
7 n a y publidxxl" n e  Diaeavery o f Grounded Theay/’( 1967).
? Challenge between G laser and Strauss.
Stim ts and Cabin developed a new codttg process.
In this ipgiid theteare three coding phases induding open axial andadecUn axhttg 
Tbrougt this process, analysis passes ivm  one phase to ancaba (Seams dtOxbin, 1990).
But, Glaserramined coœistett widi his earfcrmclhod He ocnraiiii that Strauss gCbtbin 
piocalures force dhta andanafysB it*} precoacehedcategories. Thus, it is ocnOadict 
haabmaital taxas o f GT((3asa, I99J)
25Aprl2007 PhD Support Group MoeHngo, 
Uhlvorelty of Surey, BhMS 25 Apr# 2007 PhD Sjpport Group Meelnge, UWwteity of Surey, BHMS
Grounded Theory-3
SampHng
I . In id a teb y pairposefu! sanpU ng
It is  used in  the initial stages to  selectparticipants with rich information
Z  conthm e b y  theoretical sangking
It is die main strategy in GT.
Theactical sampling means seetitg partaient cbta Sargetxmaing theory.
Thmietical sanip/iitg ë  baaed an the txxd to collect nxxe thta 
/. to tkUieate the pupaties o f a category,
2. to tdxxk hutxhcs about categories,
3. to saatrate the properties o f a caXgoty,
4. to rMstiaguish between categories
5. to clarify relationship betwxon enxrging eategarics,
3. com plete b y  saturation
saturation is  a /jiocedtns h r  stopping data collection or analysis when no new  ideas 
arc being generated by therlata.
25 Apr! 2007 PhD Support Group MeeUrrge, 
Unlvweity of Surey, BhMS
17
Grounded Theory-4
Analysis processes in (7T
A nalysis is  startedInatK diateiyalta-each k ttertiew  
T hen  are 3 phases o f analysis (Strauss d i Q rbh i, 1990);
l.OUegorhliigttiedatabyoiiencodlttg.
Opai coàtg isdeSnod tyStauss and Cabin as “tie  analytic process ofbttakxigdavn, exaninins canpering, oaxxptuaHring and aUcgaidng tb ta .
Z  Cbtmecttif eategories by axial cotBug.
Axialoodirgisdefitiedas“aaet<fproctxhrcs whereby A b a te  ptd back tqgctbar in new ways aâcr cpen coding lym tdng aatncctions between catégories”
XFoaaiagooaatcalegorytyaelecllircodhtg
selaxivecoditg is dc&ied as "die process o f sdecting the caeeategxy, instamtically rebting it to o txr categories, validating trnae tdationsligs, and Bling in categincs that need Sxther refhettea and devdcpnxnf'.
25 Apr! 2007 PhD Support Group Mrelnge,
Uhiwrelly of Surrey, BhMS
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GT & Prostate cancer Research Method
T he s tu d y  Is d e s ir e d  to  b e  ca rried o u t In  tw o phases.
G T  h a s b een  u sed  fo r  p ro sta te  ca n cer in  a sp ects o f:
1. T rea tm en t b y O ’R oukc (1999) a n d  B erry c t a l (2003),
2. A d a p ta tio n  to  long-term  p ro sta te cancer su rviva l b y  Kaopua e ta l.
3. In flu en ce o f  sp ir itu a lity  on trea tm ent b y  W alton &  SuU ivan(2004).
■  P a rti: QuaU tativestudy;
A qualitatiyestudy conductedusingtbegnxMKkxldKoiyapproach toundastand;
I. the hclic& of GPs on irostatc cancer scnrainu. arid 
2  thehcS d sa fm cn w hohadbocndiaaKscdwithnrastatccaiK crinban 
>  P iu lii:  Ç uanthathvstudy;
UsingtheBndingi Som  the B r^ phase, a quantitB iw studyfsurvey) w ill be caniedout
prcstatccanaer.
>  T here is  n o  s tu d y  th a t u sed  G T  to  u n d ersta n d  G P s ’ a n d  p a tie n ts  '
b e lie fs  a b o u t e a riy  d e tec tio n  o f  p ro sta te  cancer.
>  interview
Lhirtgascnt-stm cturedinterviewguide, apurposiveandtheoreticalsanpH pgof 
i2  m en S a n  public and private sector hospitals whohadreoavedStertpyw td 
12 <3bt fa n p rria lc  and governmental cb'nic 
w sreinterviencd& oetolhcc in  fbrsian
25 Apr! 2007 PhD Support Group KfceSfW», 
UMvenlty of Siney, HKMS
25 Apr! 2007 PhD Sipport Group Mwlno». GhtyoroNy of Suroy, BhMS
Parti: Results ofmen*s inteniew l Parti: Results ofmen s^ interview!
Analysis process
■  T ranscip tian
-A H  audio-taped interview s recorded in  Persian were transcribed in fiill
- For validiticn o f  transcription, two tianscribedinterviews wen? checked by  
participants.
>  Translation
- The tm nscribcdinterviews wen? translated into E n^ish  by the in vc sti^ cr . 
-A m ong them, two tianslatcd interviews w av validated fy  tw o experts in
English in ban, M ashhad and also b y English tu tarso fthe Language Centre 
LhtivetsityofSurrey.,
>  Coding
Data wete analysed in  tw o stages;
t. by hand (  im m ediately after interview) 
2  by using M AXqda2software.
Coding
■  C o d ir^ s tra te g y
The coding strategies arc included:
1-Bring clox to the data,
2- Tryrigtobeopcn nindod,
3- Making rdadaidip between dua andteseatch tcpic and aims,
4- /ùousrg onhavthcpartiripait oprtssas tim sdf (eg  kloms) and laritassunplion 
suh aspiwvtbs, ironical sentOKcs or wads, am ple an! conparisoa. and
5- Lkng simple cades.
>  C oding processes
Based on Strauss& Q xbin codingprooodure, tiictc am thnxcodiogphases including 
l.q xn ,
Z  axial, attd
3. selective axSrg
T h m i^th isp n xxss, analysis passes Bom one phase to another.._________________
25Aprl2007 PhD Support Group Mooting», 
Uhtverolty of Surey, EIHMS
25Afrl2007 PhD Support Group MteHnge, Uhiwralty of Suroy, BHMS 22
Part 1: Results of men’s interview!______
I Open coding
!. Initial codes
Open coding ptocedmc was cstrioyed to exanane the Oarsaibed interviews by 
words, phmses, lines and paragraphs.
Then the ooivepts o f data were dricovered art! named as the initial cotts.
These codes wen? mamiiod andcoopatcd to tfsdnguish thrir characteristics and their ebnmsioits. 
Ihe cadittg o f thtsc 12 men interviews msultxl in more than 300 varicus cades.
Z  S ttb ea te^y
The sim ibr codes were gmuped to tievelop stibeatqeorics
X  M tfor catégories
Open coding resulted in the idetnification ofpnopaties and dmensions c f tbnx major categories 
ofmen S pareeptioa:
I. AflOitferÿr,
Z  coping and 
X. mnseutlnlty :
These diBcrent caligaiies illusaatc asanK tiamfymatiaa Bent men's wtriktcss perception into 
ilhrss petcepticn
Parti: Results of men’s interview 4
Major categories Œwen^ s perception
p t io n
W Ê .
PhD Support Group MreUngo, 
Uhlverolty of Surey, BHMS
25 Apr! 2007 PfOStfport Group MeoHngo, 
Uhiyeratty of Surey, BHK^
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Parti: Results of men’s interviews Part 1: Results of men’s interview 6
PhD Support Group Msetngs, 
UW wmtty of Surrey, BhMS 28 2SAprl 2007 PhD Support Group hkelogo, UiivenHy of Surey, BhMS
Part 1: Results of men’s interview 7
Coping tnuufonnition
25Aprl2007 PhD Support Group hfceüro»,
UhiwsfBhy of Surey, BhMS
Parti: Results of men’s interviews
0
27 KAptl2O07 PhD Support Group Meeft^s,INvereKy of Surey, BhMS
a
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Dr John Aggergaard Larsen 
Research Fellow
Centre for Research in Nursing and Midwifery Education
Tel: 01483 684548
Fax: 01483 686711
Email: j.larsen@sufrev.ac.uk
UNIVERSITY OFSURREY
European Institute of 
Health S Medical Sciences
D u k e  o f  K e n t BuH ding 
S t a g  H «
G u ü d lo r d . S u f re y  G U 2 7 TE
T: +4 4 (0 ) 1 4 8 3  6 8 6 7 0 0  
F: + 4 4  (0 ) 1 4 8 3  6 8 6 7 0 1
wMwsurreyac.uk
Confirmation of seminar presentation
August 2007
This is to confirm that Ali Taghipour together with Vasso Vydelingum presented the 
paper ‘Health seeking behaviour in patients with prostate cancer in Iran’ on the 
research seminar: ‘Illness and identity in healthcare: afternoon seminar on medical 
sociology’ at the University of Surrey, Guildford on the 6* of June 2007.
Yours sincerely.
V i
Dr John Aggergaard Larsen
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^  I Wb$t{foh>^ üHûtùpreikm^
S iM^doyat ,Wd«^ yMilÈa^ üwsBd0asdf^ tici»4mitvg^ _^ ^^ 'l^ ‘M T W W r .^im-sèvereh^ tliesekntsi^  4%M0A^ 3#$^
M f 'W^doj/va^ sufmoatimtdiestdaKBt^ .it!!
f k a w *
w r ^ ï
Intfoductlm
lyeia# @W ■ ?
z z r ' i -  / ,
P»;^ awM ' W4* wn#v<#w#xi#yW#WAKKWw#<WK9iwy; wA A^#Wr>##<k% VW*#*'
,  . ïsJfcB ,i/Aff'"' d«f4#*e^hWW*irT**D *M#nW WT#i#w,**i * //5bpcMc ttwwMnd^ mtM ,'W
/..• lm«BlKq>tok ,.;  ->.:«/<yaoD7
Wr%'9
j' ; / i & recc^ismg the illness
« Ejqjcnence of the illness linked to uritmiy {MoWetns:
su^ B$ÿOMfiee)ikffÿ k M«
nongffmmal. 7hfu^ ciKfeveiy^ »»fyéM:soïhMtofbn$^
6/B/200? « <, MKewscdoii)* 1A», 1 (C ?
> to in g &  recognising the illn^r  
''^ !g‘R ôleofsignifi^otha^,f^*=‘' '
Alfier im ^ months in which Jhdcl unnayê% .. , ’pixttm^ /(^ttalæ»mûm,sendusfyaiv/lJi ^monghithatkisatmipcmylssu& BtAiatsr§ ,.ÿihonmy\flifeùndet:^ oodmypmtf^aW e /?tw a heaimpix i^ssslonetmidM epfaineddeeinyfyfim So, af fi'iaf .uncf&^3pocfLdhJneectmàesêtHSdi)outit.p
387
Dr. A li Taghipour Disseminations
r ’ 't > '
N a n S g ^ ^ ^ i i f t t i e  Oto 
1/  ^  f  ^  "Koleofsignjfi<Witother^
' ‘ I mvei “
m' M# actuaUyf dMnt know atryiNng about" 'prospte. 1^ 1, phy^ ciam just know but lay ' pee^ actually un%.. they dont know, for %‘Sd<anple, Ickdntknow where my postâtes. ■
thought that! woukiba almys
Ae/aevor ^
‘^ ppobhtn. ïdéitmSyrÉdâd^tàk^haw
,  . f  '"W w ; ' " j
k4. What-do you thirilcthelickness does?
itnJtiëfféaitê'h
Sicknœstimehrte
oftluctthought may be Its ButwhentÇi’i'iHi- something ie&ted to bid wmnîI l f  understoocJthesouroeofthe illness, n 'oum-.'X' k attentpted to killow it 0tjjo )
i # ' myklness. snake In ycM-/ " ' J
fc'»S*T
l * k
f-6*
«Ma*
*Js (t i
4, what do you dunk the sickness does? » '
 . . ,  'oythihgtphave
intwo
meim
MeWSMi#* 4 "
atôthvethe This k (n i j . ,r -
388
Dr. A li Taghipour Disseminations
fmmifi
............. .
389
Dr. A li Taghipour Disseminations
Developing the Future o f  Learning
Priory House 
149B W roslyn Road 
Freeland 
Oxfordshire 0 X 2 9  8HR
Tel: 01993 882087 
Fax: 0870 4601132 
E-Mail: rf@ inter-disciplinary.net
Tuesday 10"' July 2007
Re: Ali Taghipour
6"* Global Conference: M aking Sense Of: Health, Illness and Disease, M ansfield College, 
Oxford; United Kingdom 2007
letter o f  Confirmation
Ali Taghipour attended the 6"* Global Conference: Making Sense O f Health, Illness and Disease, held 
from Monday 9th July - Thursday 12th July 2007 at Mansfield College, Oxford.
Ali presented a paper entitled “Iranian Men’s Perceptions and Experiences about Early Detection o f  
Prostate Cancer” which was well received by the delegates. He was also very active throughout the 
conference at the different panels and presentations. His comments and observations stimulated 
considerable academic dialogue. We are grateful for his participation in the conference and 
contribution to the global dialogues which took place in Oxford.
Warmly,
Dr Robert Fisher 
Network Founder and Leader
Come a n J  visit us at 
http://www.inter.Jisciplinary.net
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Iranian men s 
perception and experiences 
about early detection of 
prostate cancer
iQr.M/Taghpour 
Dr. Vano VÿMbtgum 
MtSaraFalthfuH
Eumpttn Imtgut» ofHmHh tnd Mtdlcal Scltrtcm, UntytntyofSurmyMmhhad UMvnMyofUêtÊetlScImK»», *an
fit is the if" morer e  4
i ■ Aetiology is unknovwi
■ The evidence is not yet strong to be helpful men to identify risk for developing prostate cancer (age, fam'ly history)
■ There is currently insufficient evidence to support a VMdespread policy for prostate cancer
O»to»d.9-12July07
IflMw, , doM notbialn wtwnt flnicxHnMfnlDcoite. _ _ phÿèlclan, ettnk^  or hboiâtitl.
There is a dgnHlcant period of decision-making and setf-therapy between welinese and disease periods
From a socioioglcai i iitde is knoMi or patients’ perception and experiences
ive,
often deiay in seeking diagnosis
■ ItseW&'g^ Mbve' l/nlnesséxfWehë^  : :
2. winess perception, and
3. incWive approach.a Qualitative methods ai lew for the development of models without losing any of the atx>ve characteristics
■ Why grounded theory?
■ GT is a  highly systematic approach for studying social experiences and interactions.
■ It is also a qualitative methodology for Investigating social processes and structures.
■ And it is an inductive approach.
CKfcni. B-12 JlHy07 Oifcrt.».12July07
ThamaW^c twoelerrientK l.ooiicepts 2. propositions.
WssddmsodW 
in G its essentia tty based on haWddlsAbWa
Concepts are tenra vriiich are used to denote abstract perception of phenomena at the empirical level through the use of symbols.Propositions are used to express the reiationshipe between concepts
This study focused on creating a theoiy on the men’s perception and experiences about the early detection of prostate cancer.
^Sanping was guMsd tw theoiedcaf •antptt'hQ.^ NiliIch Is the process of dAacoliectwin for generating theory whwNxy theanalyst jointly coilecti, codas, and animes the data and decides what dab to collect next and where to ffnd then\ in order to develop the theory as it emerges.
■ In the initial stage of sampling, the method of purposive sampling was used to select the most informant men Wio could provide sufficient data related to the beliefs about eariy detection of prostate cancer.
■ The selection of participants was continued until data saturation, that is, there was no new data for adding to the categorise.
(MW. *.12 July 07 Q*xd.*-12July07
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Analysis process 1
All Interviews were audiotaped and conducted in Persian and then transcribed in full. 
The analytic process of 6T has three phases including; 
1. Categorising the data by open codng, 
2  Making connection between categories by axial coding,
3. Focusing on a core category by selective coding.
Analysis process 2
I Eether T.by
Axial coding was carried out in v4iich "data were put t»ck togin new ways after open coding, ' making connections between categories and sutKategoriee”
■ it was done using paradigm model, wAiich is identified "an analytic tool devised to help analysts integrate structure with process”
■ By connecting emerged categories, three phenomena were formed including: making sense of the Illness, seeking help, and decision- nnking
OAxd. W2July07 CMbnj. 0*12July07
Making sense of the illness (1®^ P) Causal condition 1®^ P
■ Making sense cf the illness resulted from differentcauses including: urinary problem (obstnicUve symptoms), low back pain (metastasis synptoms), chance (routine test), and personal control (self- screening test of prostate cancer).
■ The main casual condition of this ptienomenon was urinary problem. In this regard, one of the participants indicated.
to sW  urinmion. Thergfcm / to&gnf that its a temporarydiiflcuHyarKi goes away soon. Nemthetass itoontinuecfarK/l thought that Its an untkua/pmbtem(M 23.
(XbBl,B-12July07
Context (P t^P)
■ Intensity cf (he illness symptoms was the main context in 
which the phenomenon of making sense of illness was formed. During the illness progression, its dimensional 
ranges can be changed from mild to severe.
■ This dimaisions influenced selection of the action/intemational strategies. In tNs regard, one of the 
participants pointed out
itderatedrryiHnessior3years. After that, tooutdnX txcause ! was rtd able to control try urine. The iftensityofmyillnesschafyedrrynindand / tried to krKW rrore (M. 11).
I Intervening conditions (1®^ P)
> ■ These condition* might be had eithera trigger or barrier rol« on ! action/interaction strêtegie* tricen vrithin the context ofphenomenon.
■ Lack ofknowtcdge,agingt!»ue, temporary issue, and healthy were tfw Danrersintervening condition.' ■ pain, Irrierfere In eoclel life, ritual (e.g. golngto Hag), routlnecheck up, and death of colleagues were the most Tmportant trigger r intervening conditions.
■ The main condition was the state of participants’knowing aliout their illness. This meaning is evident in ttie following extract:
Wbtt, actually t didn't !<nowanythiraàt)out prostata and Ithouaftlt misasknpIadyâfuncdonanaHmMdm^àagoamybyltsalfiwdl, physicians Just know t)Ut laypapph actually, am... way dont know. Faraxamplsi I dkhft know where prostate fs  Morewer, I dont know what the relationship between trylkness and m y testicles Is (VL 2).
Oton),9-12July07 Oi*w),9-12Jul>CI7
392
Dr. A li Taghipour Disseminations
mmrnmsm
Action/Interactions (1®* P)
■ The main strategy of this phenomenon in actiorVinteractions was hiding. Based on these strategy, the participants took cSffenent actions/interactions including déniai, seif-tnarapy and self- monitoring.
■ This strategy often led to delay In seeking appropriate help and decision-making as well. % ^
■ They denied accepting the iilness. so they thought that their illness was not an Important or serious problem. Moreover, they thought ^r-_  that it could be a  temporary dysfunction. Some of the partiapant with respect to this issue indicated:V'- ^ y ^  ■'■^1Itm dntany Information aiHMtnw Illness. Therefore, when JK was sta rM I didn tlike to  d isa o se lt firstly (M.3). I didn’t  "Mpi consider it serious, iJust dtought that it’s  nothing special - M #  ^  and try to  keep itsec re t(^  8). I thought that It's not too  Important and It will be OK spontaneou^y and hid It from n y  family (M. 4). -
O*inl,B-12July07
Consequence (1®^ P)
m These actions/interactions resulted in tlsdo^r^ of the Illness. Through this process, gradually the illness transforrried from an individual issue foto a familial and/or social concern. One of the partcipants elaborated how he did conclude with -'his«>nsequeTOe:»:^^
#  ’ • -*I got retention m aiy times and tried to managa It myself. It^ happened many times. Fortunately, dm management wassucceesM ana krr a few monUTS.! didn’t hare any fHobhm.Nevertheless, iater it came back mote severe than previoustimes. I worried and fM  that it is more serious than myimaginationand needs more attention Therefore, I decided tosee a GP wrio is myoid friend end to talk about my urinary
p r o b le m  (M . 8 )
Dr. Ml Ighipotf 0*Md.M2July07
Seeking help (2"° P) Decision-making (3'^  P)
OWbid. M2 Ju(y07 OtAfd, M2Jmy07
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ByOr./UITagh^ xiur*, Under supervision of Or. Vasso Vydellngunf’m l Prof. Sara FalMill‘‘
VepartmBntafSodelUBdkine. FaaffydMsddœ. Mashhad UniveisdydMedlcelSaences, Mashhad, hsn’ Dhisk)nofHeelth&SodalcarB.facuifyolheetthit
overview on Klehman*s (1988) framework
Naming and recognising the problem
1. W hat do yvu  cu ll th ep rd V cm ?
i. What is at stake for the pjüient?
2. W hat do  you  th in k caused tfK problem ?
3. W hy do you  th in k i t  sta lled  n.hen i t  did?
4. W hat do you  th in k the sickness does? H ow  does i t  work?
5. H aw sew re is  th cskkn csd t
4. What do people expect from treatment?
6. W hat k in d  o f  treatm ent do  you  th in k  t ix  pa tien ts shou ld  re ed  ve?
7. W hat are th e  ch iefp ro b la n s the sickness has caused? 
a. W hat do you  k'a r m ost hxMn th e sidcncss?
D r.M Tîighlpou ' Dr. A inSghlpou ' Medical Sociology
1  Naming & recognising the iliness
a Bqjeriaice of tlie illness linked to urinary problems; 
Mjjority of the porticipaiits (nine out of twelve)
I3ve years ago I  got uiiTaryproblsfTis... urn fkarig pause, x^ilogidnçO sudtasgrkngfreguerdfytowtets, espedafy at night, and! had dfhaiHyto start urfnatjon(M. 2).
I  suddenly M  that I  need to go to rest room t x t t  (nine) woJdn't aome(M. 6).
Around three years ago my illness s ta r ^  suddenly. I  wert to toilet more than u s ib I  Theurhecameverysiovtyandsolhadtoforceto pass my urine (M. 4).
Nairtng&reixgnlsi^thelBness: 'Rob of s/gniRcant other'
Afier imny months in which I had urinary 
problems, I  didn't take it tmre seriously and I 
thopght that it is a tenprxary issue. But later whai 
my wife understood niy problem, she sought 
advice from a health pro&ssional and explamed 
dearly for me. So, at that time I  undasUxxl.. .Oh 
I need to be serious aboit it (M. 12).
Dr. All TSgNpot»
m
Medkal S oddogy Dr. A lilSghipou- Medical Sociology
Naning A recognbàtg the ilness: ‘Role of slgnffitanf other'^^^
T tried to hide my pmblem fiom rny wife but 
finally she understood. She called our family 
physician and took an appointment. I  &lt so bad, 
so she explained the whole story to the doctor. He 
(doctor) reteired us to a spedalist (urologist).
Well, after diagnosis, he erplained all about try 
illness to try wife and she told me this is a travgn 
tumor and cisable. (M 6).
2. Whafcaused theprcM m ?
Well, actually I  didn’t ktK>w anything about 
prostate. Well, plysicians Just know but lay 
people actually um.. they dont know. For 
exanple, I  didn't know where try  prostate is. (M  
2).
I  thought that I  would be always healthy 
and Fve never eiqjected this problem I  
didn’t really imc^tandhowmyilln^s 
started (M. 6).
Dr. All Taghipour Medkal Sociology Dr. A liiagh lpou Medkal Sociology
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3.Slcknesstlmline
I  didn't think that it was something serious. I 
thoight may be i t’s because o f flu or ^ metiting 
related to old age. But when I understood the 
source o f the illness, I  attempted to follow it. 
(MW)
4. MViaf do you think tfie s/cA ne^:
9 I had two kinds offcelipgs in two st^es. A t the first stape, when I  had just an elevated?^  f  didn't really think that it is serious. There fare, I  wasn’t too worried. But at the next stage when I was faced with a positive result o f a biopsy, I  became veiy anxious and took it very seriously. This cancfx became my
’Don’t feed a dead snake in your sleeve’ (proverb) (M.9).
Dr.AllTaghtpou- Dr. All làBhlpou- Medkal Sociology
4.What do you think the sickness does?,
Well I had iK> idea dont sKk>-eûectë of treatment. But when rry specialist encouraged me to haw surgiay, I tried to see some of try fiaxls who had the same tretttment, because he didn't spend enough thne to discuss and to explain it to me. But you know operations on testis or prostate are not simpk like apperxÉK. So, I realized that an operation was not good forme at that time (10 years ago) and I didn’t folhw the operation route. ]\hy? Because having sex à vay brportant. Physicians often don V like to speak about it (M 10).
5.H0Wsevere is tfie sickn^?
Suddenly, f ’ve got urinary retention. It was very painful. As a man, I rtevvrcrwd before but I cried foom tinsjxiin. I hstny job became I wasn’t abk to do anythù (^M, 3).
letqxrienccd pain in twophases of try illness, hfy illness began by severe back pain ItwashomNe. But after radiotherapy, exactfy aûer the 16th session I folt a very sev&e back pain, and Tnev&- had sudian etqterience ofpati before. This pain iras wora? than the last one, which I'd forgotten about. I wish that I hadn’t undergone any radiother^ ', I wouldprefy- to have the last pam instead o f thepam that I’ve gotnow This pain is goàg to kill me and I so su ^  fournit(HI)
Dr. A IIISghlpoiT Medkal Soddogy Dr. All la g h lp o ir Medkal Sociology
What khd of treatment shouid you recewe?
We should be told o f the diagnosis at the 
beginning. When I  understood that my illness is 
cancer, I  mean prostate cancer, I  became 
depressed for a long times, about one year, I  often 
cried, I became denroralized. But my wife helped 
me to recover it { M3)
I T.What are * e  diief problems theskkrms caused?
WsU, nvstofny Siends who have gcX the sanr illness underwent surgery. All ofthemexperiertoed twoprcfolenv. One was urhary inamdnence and the other was thek sexuaSty. They all bst their libido mdpotency. WeO, it was veryaTfKulant. On the other hand some ofny friends with the same illness didn't have SiMgery and died due to other illnesses like cardiac arrest or stroke or hypertension Therefore, I was/7't ooncanedaboik it Ithou^ lean live with it for the rest of ny Ufo. Per this reason, t dkfn’t thirk it was so serious and dkm’t like to rqxxtny illness to sanebody...I wanted to have an active ufe. So I refused seddng medical care for a long time (H 10).
Medical Sociology » .  All Tkgdpocr Medkal Sociology
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8. What do you fear about the sickness?"mil"*"*' ■ f stî?’ ■ • j  ;■! ,
It kdiÆcdt to explain wbal’sîmpetisd tony gaiited ^system Well, you know it was mished I felt ny penis went,, into oy tuniny and my testicle was shnhk I can’t see them ^  Actually I think that there is nothing there (M, 3). ^
Whm a man loses his ^  he loses Ars masculinity. For this reason, I delayed ny operation on the paostate. Well, of course some of my Siends operated very early without any knowledge about it and now they are contrite. Unfortunately, om^ysicians Just pay attention to the illness not to me
%
Conclusion
The 8 step framework froposed by Kleinman can 
serve as a useful tool in understanding health 
seeking behaviours in men with prostate cancer.
The illness narrative describes the causes and 
consequences of the illness as perceived by the 
patient.
Or. All lagh lpou - M edkal S oddogy Dr. All tagh tpo rr Medical Soddogy
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Iranian men’s perception and experiences about early detection of prostate cancer
01 Introduction.^
By Dr. All Taghlpou*. Under supervlsionofDr. Vasso Vydelngum** andProf. SaraFaltHul*'
V t f » r l m i n ta lS o c i« I U » d t in t .F ta i l y o fh k ( l c m e ,  M ashhacfO  rtvB rsjIyo flrfcdea lSdenM S. M âshhad, Irrni 
" D ia io n o fH e e l th  S S o d a a m , f a a H y  c fh e a lh S M « t ia ls c la n c « s ,U n ii ie r s i ty o fs ir r e y . G u lk k x I .L K
•PiDstetB cancer Is tie  5*' mostcmi m m  cancer in t ie  vmrW andthe 2"" 
morefnquent cancerinm en .K s a e id oçy is unknown 
•The eudence Is notjet sTong to be helpfd rrwn to idenftyrisk tor 
dewtoptog pres tola cancer (sge.femilyhlstory) 
•TheieiscurentyinsuScientevidenceto supporta wdespmad policy tor 
sereningofprodale ca n c e
■Methodology__________________________________
• There isa sign'rti cant period d  decisi on-m aWngand sal Hheiapy beU een  
wellness a id  dis e a e  periods.
• Ilnesspaiodofpnstatecancerdoesnotbeginw henthe manfirstcomes 
into contactwito toe ph^sci a i, cl inic, orhosptoi.
• From a sccidogicd perspective, Utle is Imown d  paienls’ percepfon and 
evertencBs aboutiIness paiod andwhythey dtondelayin eekrg d ia g n o s is
•Undastondngof llnesseveriences is nscessarytut is no tsdfc ien tb  have 
a m ore com pehensivevi sw abouttoe i Ilness paiod.
•It œems toatunders landing of toi speriod need;
1 T akingmen'saxpaiencestoto conddon
2. T akingm en'sperceptlonsinto acco m t and
S.Usingan inductive arproach.
•In toisregard,quailalw m etoodsarem ost usatolto understondtheseissues.
»  Method_____________________________________
■ Grounded Theory (GT)
• V\t toin diftorent qral Halve qpproachs.G T was spplied becauseitisa highly ^ t e m  die approach to study 
toe scclalarpeilerces,interactons processoftle I  Iness,and also socid skuctote.Moreover,its an 
induclve approach.
• Using G T , tois sturV tocused on kanian men's paceplonsand experiencesabod toeearly detecion of 
prostate cancer
•Using a sem iekuctored toce-tortaos interview guide, 121 tanian m en whohad 
beendi sgnosedwito prostate csneer, w e e  Interviewed.
•Samping was gu'rdedbytoeoreticalsamping,whichistoe processofdate 
c o le c fo i torgeneraing toeory.
•However, In toe i niial stage of earn pling, toe metood ofpurpoeive sampi ingwas 
used to selectthe m ostinf orm antmen who could provi ds sulkientdate related 
to the r bel ietoaboutearly detecion of prostde cancer.
•Through toisprocess,toe analyst jdn lycoiected,coded,and  
analysed toe date and decidedwhatdate to col lectnactand where to fn d  toem, 
inorderto develop toe emerged toeory.
•Theselecion ofparticipantewasconinued urtH date satoiation, toat Is, toere 
was no new dsta for addingto toe categories
• A n a ly s is  p ro c e s s
•AB interviewswereaudioteped andconducted inPersian and toen 
kanscrfoedinfitl.
• The analyfc processof GT hasthree phases including 
1 .Categorising toe date by opencoding,
2 .M * in g  connscf onbeVreen categpriesbyardal coding,
3.Focusingon a core category by selective coding.
• Ardal coding was carried cuti n which'date were pU back togetoer 
in new w aysater open coding, by making connectionsbeterean 
cetegcriesand subcategorief
• It wasdone usi ng paradgm m  odel, which is idertüed 'ananalytic 
tool devised to help analysts integrate structure with procesf V:
% R esu lts_______________________________________________________________________________
• ^  connecting am erged categories, toree parad gms were formed krc krdrng nraki ng sense ofthe 11 ness, seeKI ng hel p, and decisi on-makhg
CmdW iiw
CtMl- MtrvOTinf
Pmen» BramJon
I M t M f  ssH M  «  the M rass
:5a;...
(2 petadigir)
(IsbeKiiQ r#  Bnwe)
■IDiscussion
•Using toe hidtng skategy, the parfclpanbattem pbd tom m age toeir ir'rnary (Vsimctons ty  self-monitoring andself-toerapy. Neverthd ess,due to teiure in setf-toerapyand impactoftoe 
symptoms,toe pariclpanlsotjigadtodisclosetheirprotiems.However,urtlerelmdirg disclosure issueneedstoconsidffdllfffentmedlcalandsocialaspectsoftoesymptarrs Thefndingsof 
this study supporttoe v ia* toatthe mote visible and intense toe symptoms, toe greater toe ikelhoodtoatthe parkipmtsdisclosB toekurkraryproblemsto otoersfor seeknghelp (Hay e ta U  1993, 
Manserghetal., 1995).
•Theseek'rnghelp was toe second paradigmwhich was resulted kom toe disci osureskatagy. Through tois pocess.toe parkipantsreterred to di Sarmt referral syetems includethefmr ily mem bers 
especiallytoeir spouse, close reliable triendswhoexperienced toe sam ei Bness.andfinaBythe atlhoritakve prolessional had to erne This finding supportstoe vi ew toatthe trrtooleprocessof 
seeWng hefo invoked coisutekonwito toe famS y mem bars, K ends, and toe healto professionals(Freidson 1970).
•Throuÿr toe seekkrg-help process theparfcipante foundm ore inform a k n  abouttfe symptoms. T hen.toeyencourtered wito labeling toe problem ss a prostek disotoer tatoer to an urroary 
sym ptomsand m adea decisiontofinaliae the diagnosi softoe ilness
•Regardngtbe gender oonseqiencesofprostetecancer, which arerelatedto m en’ssccialidenfV, mascuin'riyhadasignifIcatt role toroughtoe cbtectionprocessof toe iIness.
•Therefore, maxulkilly,ltoowledgeabouttoe II Iness,and ha/ingconidenceinphysician in iuencedtheseleckn ofanappropriateskategyindecisiorHnaNng.
• Given men' spercepkns and e verlen ceso f toe I Ilness,xreenlngof prostde cancer seem sto have wider impi icalions T hef rndkigssuggest toatealy d eteckn  ofthe disease! n km  may 
need a x re m in g m o d d  toatincoporatesbotobiomedicalandpsyrohosoclalaspeclsoftoedetecknprocessThesesocidprocessesalkctedbysomeinterveningcondikns,wtoidiis ableto 
facKtateaconstainthe skategiestsken to manage toe early d eteckn  of prostate cm cer.
•Th e  indingsal so lecom mended toat knowledge a boot post ate cancer andtherole of mascul inrtyand men's kferti^ must be considered properly in toe early d eteckn  oftoe i iness.
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FlitMS Poster Number: 23
Psychosocial aspects of the early detection of prostate cancer In Iranian
men
A Taghipour, V Vydelingum and S Faithful!,
European Institute of Health and Medical Sciences
Faculty of Health and Medical Sciences
Despite significant progress in prostate cancer research over the last two 
decades, screening of the disease has remained controversial. From a 
psychosocial perspective, little is known of patients’ beliefs about their illness 
and why they often delay in seeking diagnosis. The purpose of this qualitative 
study was to understand the psychosocial aspects of the early detection of 
prostate cancer.
This study used a Grounded Theory (GT) approach incorporating the 
theoretical perspective of social constructionism. A purposive sampling of 
twelve men from public and private sector hospitals who had received therapy 
were interviewed face to face in Persian using a semi-structured Interview 
guide. Interviews were audiotaped, then transcribed in full, translated into 
English by the investigator, and analysed using MAXqda2 software.
Findings of this study showed that the illness symptoms and therapy 
consequences considerably influenced the participants’ perceptions. They 
chose hiding as a strategy for symptoms management. Choosing this strategy 
may be related to embarrassment, normalization, and minimization of the 
illness problems. Lack of knowledge about the illness was an important barrier 
in making sense  of the illness. The finding also showed that masculinity and 
doctor-patient relationship were the most important barriers for making 
decision, but family support and trusted physicians were the major factors to 
facilitate the decision-making for the illness detection.
The findings recommended that the early detection of prostate cancer need a 
model based on both biomedical and psychosocial aspects. Given men's 
perceptions and experiences of the illness, screening of prostate cancer 
seem s to have wider implications.
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IM P A C T  O F  P R O ST A T E  C A N C E R  E X P E R IE N C E S O N  M E N ’S P E R C E P T IO N S F O R  
E A R L Y  D E T E C T IO N : A  Q U A L IT A T IV E  ST U D Y
Dr. A li T agh ip ou r. D r. V asso V ydelingu m , P rof. Sara F aith fu ll
Division of Health and Social care
Background: Illness period of prostate cancer does not begin when the man first comes into contact 
with the physician, clinic, or hospital. There is a significant period of decision-making and self-therapy 
between wellness and disease periods. Little is known of patients’ perception and experiences about 
their illness and why they often delay in seeking help.
Method: Using GT, this study focused on Iranian men’s perceptions and experiences about the 
detection of prostate cancer. Using a semi-structured face-to-face interview guide, twelve men who had 
experienced prostate cancer were interviewed. Thiough the process of obtaining data, the investigator 
jointly collected, coded, and analyzed the data. The selection of participants was continued until data 
saturation.
Residts: Findings of this study showed that the symptoms experienced and therapy consequences 
considerably influenced the participants’ perceptions. The men felt that medical interventions were 
focused on the biological aspects rather than psychosocial concerns of the illness. The participant 
attempted to minimize the therapeutic side effects. However, they did not recommend detection of the 
illness without a realistic understanding of post treatment complications.
Conclusion: be arguing that men’s experiences and perceptions should be considered in the process of 
decision-making for any medical intervention.
P SY C H O S O C IA L  A SP E C T S  O F  T H E  E A R L Y  D E T E C T IO N  O F  P R O S T A T E  C A N C E R  IN  
IR A N IA N  M E N
D r. A li T aghipour, D r. V asso  V yd elin gum , P rof. Sara F aith fu ll
Division of Health and Social care
Background and objective: Despite significant progress in prostate cancer research over the last two 
decades, screening of the disease has remained controversial. From a psychosocial perspective, little is 
loiown of patients’ beliefs about their illness and why they often delay in seeking diagnosis. The 
purpose of this qualitative study was to understand the psychosocial aspects of the early detection of 
prostate cancer.
Method: This study used a giounded theory approach with the theoretical perspective of social 
constructionism. A purposive sampling of twelve men from public and private sector hospitals who had 
received therapy were interviewed face to face in Persian using a semi-structured interview guide. 
Interviews were audiotaped, transcribed in fiill translated into English and then analyzed.
Results: Findings of this study showed that the illness symptoms and therapy consequences 
considerably influenced the participants’ perceptions. They chose hiding as a strategy for symptoms 
management. Choosing this strategy may be related to embanassment, normalization, and 
minimization of the illness problems. The finding also showed that masculinity and doctor-patient 
relationship were the most important baniers for making decision, but family support and trusted 
physicians were the major factors to facilitate the decision-making for the illness detection.
Conclusion: The findings recommended that the early detection of prostate cancer need a model based 
on both biomedical and psychosocial aspects.
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'Ilic case studies iUumiuate the multifaceted, multi dimensional and contexatalized nature at the organ 
donation decision-making process. Essential to tills process appears to be a knowledgeable Individual 
who remains ttvailable to the family during their decision-m.iking to support them and answer their 
questions. The need for individualized, ongoing assessment to fiilfil die family’s needs, evaluate their 
abilitj’ to process and use information, and ensure their decision is one tliat will not be regretted, also 
appears crucial.
T h e  ca rcg iv iiig  e x p e r ie n ce  in  c a n c e r: a  p a r tn e r’s  p e rsp ec tiv e
Zoc Stamataki, Davina Porock and Alison Edgley -  Utthw/iy oJMottingha/» 
nntzs@nottingliaffl.ac.uk
■
■
■
■
Aim: The aim o f the swdy is to explain and explore the role and impact o f  categwing on partners of 
people with cancer across tlie cancer journey.
Backpvidul: Developing a conceptual framework o f  informal carcgiving was the first step in the study to 
clarify, define and describe the concept o f  informal carcgiving. Tliis was derived by a concept analysis 
technique, using literature from a mixture o f  disciplines, namely nursing, sociology, psychology and N g
medicine. To establish the social, polidcd and economic contests for the emergence and evolution of 
the concept o f  carcgiving, several national, international policy documents and anecdotal records were 
rctriiwcd. The conceptual framework shows that informal carcgiving is a multidimensional context, NNj
affecting the individual both positively and negatively. In particular the physical, psychosocial and 
financial aspects o f the carer’s life arc all affected and influence how the individual is coping and adjust 
to the cancer illness. According to the conceptual framework, demographic and personality  ^
characteristics o f  the carers and their rclationsliips with tire patient, influence the carcgiving experience 
too.
Meihods: Using a Hybrid model adapted by Reynold (1971) and the results from the concept analysis, a 
mixed method cross sectional, explorative study is currently being conducted. This involves semi- 
structured interviews, along widi eight previously used and validated questionnaires with partners o f  
people with different tyjjcs o f  cancer across the cancer journey. Ih c  conceptual framework of 
carcgiving was used as a guide to identify' the concepts to further explore and examine through the use 
o f mixed methods. Data are currently collected concurrently, independent from one another and have 
equal priority. Qualitative data are analysed using grounded theory' and the NVIVO software.
Quantitative data arc subjected to statistical analysis by the SPSS software. | H
Results: The results from botli methods will be compared and contrasted. If any contradictions arise, the 
qualitative questions will be refined and additional data will be collected. Results from both methods 
will be incorporated into the emerging model to offer a richer explanadon o f  the carcgiving 
phenomenon.
Conclusion: Different research methods within the same study can provide richer and deeper _
understanding o f  tlje area under investigation. Using a mixed method design to study the same ^ 0
phenomenon, there is greater likelihood to reach more convincing and robust explanations o f  the social 
processes involved with die informal carcgiving phenomenon in cancer context.
A n e x p lo ra tio n  o f  so c ia l p e rs p e c tiv e s  a b o u t  th e  e a r ly  d e te c tio n  o f  p ro s ta te  c a n c e r  in  I ra n ia n
m e n  mm
Ali Taghipour,*'^ Vasso Vydelingum' and Sara Faidifull' -  Unwersit)' of Sumy mu! 'Mashhad {Juiversit}' of g H
Medical Sciences
a.taghipour@,surrcy.ac.uk g g
Biickgiviind and aim: Prostate cancer is the 5th most common cancer in the world and the 2nd more 
frequent cancer in men. llicre  is intense debate over the last three decades about the early detection of 
prostate cancer. Despite significant progress in prostate cancer research, screening o f  the disease has 
remained controversial. Evidences suggest that the early detection o f  the disease has social as well as
■
■
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biological consequences. The period o f  illness from prostate cancer does not begin when tlie man first 
comes into contact with the physician, but there is a significant period o f seeldng-help and decision­
making between the experience o f  the illness and tlie disease process. Little is Imown on the men’s 
perceptions and experiences about their illness and why they often delay in seeking diagnosis. Tliis 
study was carried out to understand the social aspects o f  tlie early detection o f  prostate cancer from the 
men’s perspectives.
Method: Grounded Theory (GT) approach with theoretical perspective o f  Social Constructionism (SC) 
was used because GT is a highly systematic inductive approach to study the men’s social experiences, 
and SC is a wide social theory o f  knowledge which considers how social aspects o f  prostate cancer 
develop in social contexts o f  a particular culmre and society. Using a semi-structured face-to-face 
interview guide, twelve Iranian men from public and private sector hospitals who had been diagnosed 
with prostate cancer were interviewed fiice to face in Persian. Purposive sampling was used to select the 
most informant m en who could provide sufficient data related to their beliefs and practices about early 
detection o f  prostate cancer. Interviews were audiotaped, and then transcribed in full, translated into 
English by the investigator. Tlirough this process, the investigator jointly collected, coded, and analyzed 
tlie data using &ffAXqda2 software and decided what data to collect next and where to find diem, in 
order to develop the emerged theory. I h e  selection o f  participants was continued until data saturation. 
Risults: The value men accorded to early detection o f  prostate cancer was found to be conditional upon 
their beliefs o f  prostate illness and their experiences about cure. Findings o f  tliis study showed that the 
symptoms experienced and therapy consequences considerably influenced the participants’ perceptions. 
There was a lack o f  information about the early detection process. The men felt that medical 
intervention was focused on tlie biological aspects, ignoring the needs o f  the individual. Tlie finding 
also showed that masculinity and tlie doctor-patient lelationsliip were tlie most important barriers for 
making decision, but fiunily support and trusted physicians were the major factors to facilitate die 
decision-making for the illness detection.
Conclusion: The fincUngs o f  this study support the view that the more visible and intense die symptoms, 
the greater the likelihood that the participants disclose dieir urinary problems to others for seeking 
help. T o make a decision for detection o f  the disease, die participants focused on social factors 
unrelated to the medical issues, but had dramatic influence on medical decision. Tliese findings confirm 
previous research tliat has shown diat through the detection process o f  prostate cancer the side effects 
o f  the illness have affected the masculinity aspects o f  male social identity. It is recommended that the 
early detection o f  prostate cancer requires an integrated approach that combines incorporated 
perspective o f both biomedical and social aspects, which should be addressed by health and social care 
professionals.
T h e  e th ic s  o f  u n d e r ta k in g  re s e a rc h  w ith  c h i ld re n :  I s  th e re  a  n e e d  fo r  a  in te rp ro fe s s io n a l 
a p p ro a c h ?
Alison Twycross — Kinaston Unhvrsitj and Si George's, University ofLandou 
atwyTros@hscs.sgul.ac.uk
Background and aim: Research needs to be carried out ethically to ensure that (potentially) \nilnerable 
participants are protected from harm. This means considering issues relating to informed consent, 
anonymity and confidentiality, protection o f  privacy, and the protection o f  participants from 
discomfort and hami. Several documents in tlie UK outline the principles that should be adhered to 
when c:urcying out research with cliildren and young people (For example: Royal College o f  Paediatrics 
and Cliiid Health 2000, National Children’s Bureau 2003) Medical Research Council 2004). However, 
there are disparities between the different codes/statements o f  principles and in whetiier adherence to 
these codes/statements o f  principles is monitored. Furthermore, in relation to research witli and on 
children and young people there is currently no consensus document in use, within the UK or 
elsewhere, that all disciplines are called to adhere to. This results in a variety o f  inconsistent approaches 
being adopted. In part, this may be the very contentious nature o f  critics, indeed, Dim ond (2002) notes 
tliat etltical decision-making is fraught because there are no clear right and wrong answers. The paper
85
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No. 81 
T itle
A u th o rs
G ro u p
A b stra c t
T H E  R E M O V A L  O F  L E A D  A ND C O P P E R  F R O M  A Q U E O U S  S O L U T IO N  BY 
G R A N U L A R  A C T IV A T E D  C A R B O N  IN  B A T C H  A N D  F IX E D  B E D  P R O C E D U R E S  
J e n a n  A . A l-N a ia r . A b b as  1Ï. Suh iy inon , A ngela  F . D a n il d e  N a in o r ',  A del O , S h a r if ',
'  Therm ochem istry Laboratory, C hem ical Science (F H M S ), U niversity  o f  Surrey 
 ^C enter for O sm oses R esearch  & A pplication, C hem ical and  Process Engineering 
H eavy m etals are am ong the  m ost toxic  contam lhants o f  surface and w ater. S ince m ost heavy 
m etal com pounds are  non-degradable into nontoxic end products, these concentrations m ust be  
reduced to acceptable  levels before being discharged into the environm ent. O therw ise these could 
e  pose a  serious th reat to  public  health  and/or affect the  quality  o f  potable  w ater (1).
The effect o f  m etals and the ir com pounds on  hum ans, anim als and plants, are quite  varied. 
A ccording to  the  W orld  H ealth  O rganization and the In ternational Program m e on  C hem ical Safety 
(2), (3) the m ost toxic  m etals a re  m agnesium , iron, cobalt, nickel, copper, zinc, cadm ium , m ercury 
and lead.
A dsorption o f  P b(II) and C u(II) onto granu lar activated  carbon D A R A C O  20*40 m esh has been  
investigated. From the batch  experim ents, adsorption isotherm s w ere produced and the  kinetics o f  
the adsorption process w as assessed. I t  w as found that this m aterial rem oves P b (Il) m ore 
efficiently than  C u(II). T he adsorption d a ta  w c fitted using both, the Langm uir and the Freundlich  
isotherm s. T he  k inetics o f  the  adsorption  process show s the  e flec t o f  the  contact tim e on  the 
uptake o f  m etal ions. It was found tha t the adsorption  fo r each elem ent reaches a  m axim um  a fie r 
300 m in. T he  fixed bed m ethod w as used to detcniiine  the experim ental breakthrough curve for 
each elem ent. T he  effect o f  flow  rate, height o f  bed  and initial m etal concentration was 
investigated.
A ck now ledgem en t: T he authors thank the R epublic o f  Iraq , M inistry  o f  H igh Education  fo r
financial support
R eferences:
1. Aslam , M .M ., H assan , I., M alik, M . and M atin, A ., 2004 , "R em oval o f  copper from  industrial 
effluent by  adsorption w ith  econom ical variable m aterial", ElecironicJ. o f  Environment, 
Agriculture and Food Chemistry EJEAFChe, 3 (2), pp.658-664
2. W HO, 1984, W orld H ealth  O rganization , G eneva G uidelines for D rinking  W ater Q uality, 1984
3. IPCS, 1988, International Program m e on Chem ical Safety  Environm ental H ealth  C riteria W orld 
H ealth  Organizîition G eneva
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S O C IA L  D E T E R M IN A N T S  IN  T H E  C O N T E X T  O F  S E E K IN G  D IA G N O S IS  O F  
P R O S T A T E  C A N C E R
D r. Ali r a e h ip o u r . D r. V asso  V y d e lin g u m , P ro f. S a ra  F a ith fu ll 
D ivision o f  Health &  Social C are
B a c k g ro u n d  a n d  o b jec tiv e : L ittle  is know n about m en’s social perspectives w hen  they m ake a 
decision for d iagnosis o f  prosta te  cancer. T h is  study w as carried o u t to  understand the  socia l 
determ inant o f  prostate cance r in the  process o f  seeking diagnosis.
M eth o d : U sing  grounded theory w ith theoretical perspective  o f  social constructionism , tw elve 
m en who had experienced prosta te  cancer w ere interview ed face to  face.
R esu lts: T he findings show ed tliat seeking d iagnosis in  m en  w ith prostate cancer w as com plicated 
by som e social factors like reluctance to  accep t the  label o f  prostate cancer, m asculinity, gender- 
related com plications o f  the illness and as a  result spoiled identity. These issues w ere logically  
unrelated to  the  m edical issues but had  dram atic influence on the  patien ts’ decision-m aking to 
follow  the diagnosis. H ow ever, receiv ing  support from  fam ily especially  w ife and also trusted  
family physicians helped m en to  m ake an appropriate decision for detection o f  the illness.
C o n clu sio n : T he findings o f  this study suggest tha t m en ’s perceptions on  the social factors o f  the 
illness had a  significant influence on delay  o r  acceleration  in seeking diagnosis o f  prostate cancer.
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IM F A C T  O F  P R O S T A T E  C A N C E R  E X P E R IE N C E S  O N  M E N ’S  P E R C E P T IO N S  F O R
E A R L Y  D E T E C T IO N ; A  Q U A L IT A T IV E  ST U D Y
D r.  A lt T a g lilo o t ir .  D r .  V asso  V y d e lu ig u n i, P ro f . S a m  F a ith fu l!
D iv ision  o f  H ealth  &  Social C are
B a c k g ro u n d : I lln ess  period  o f  p rosta te  c an ce r does  not begin w hen the  m an firs t com es into 
contact w ith  the  physic ian , c lin ic , o r  hospital. T here  is a  s ign ifican t period  o f  decision-m aking  and 
self-therapy  betw een  w ellness and  d isease periods. L ittle  is know n o f  pa tien ts’ perception  and 
experiences about the ir illness and w h y  they  often  delay in seek ing  help .
M e th o d : U sing  G T, this s tudy  focused  on  Iranian  m e n ’s percep tions and experiences about the  
detection  o f  p rosta te  cancer. U sing  a  sem i-structu red  face-to-face in terv iew  guide, tw elve  m en 
w ho  had  experienced p ros ta te  cancer w ere  in terv iew ed. Through th e  process o f  ob tain ing  data, the  
investigato r jo in tly  co llected , coded , and  analyzed th e  data, T h e  selection  o f  partic ipan ts  w as 
con tinued  until d a ta  saturation .
R es u lts : F ind ings o f  th is study  show ed  tliat th e  sym ptom s experienced and  therapy  consequences 
considerab ly  influenced th e  partic ipan ts’ perceptions. T he m en  fe lt th a t m edical interventions 
w ere  focused on  th e  b io log ical aspec ts  ra ther than psychosocial concerns o f  the  illness. T h e  
partic ipan t a ttem pted  to  m in im ize th e  therapeu tic  s ide  effects. H ow ever, they did not recom m end 
detection  o f  the illness w ithou t a  rea lis tic  understand ing  o f  post treatm ent com plications.
C o n c lu sio n : B y  argu ing  tha t m e n ’s experiences and percep tions should  be considered  in the 
process o f  decision -m ak ing  fo r  any  m edical in tervention .
No. 84 Title
Authors
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Abstract
A R S E N IC  S P E C IA T IO N  IN  W A T E R  S A M P L E S  U S IN G  S O L ID  P H A S E  E X T R A C T IO N  -  
L IN K  T O  A R S E N IC  P O IS O N IN G  IN  H U M A N S  
.1. P ’R cillv . M . W a t ts  a n d  N . I  W a r d
C hem ical Sciences
In  recen t years  a rsen ic  (A s) has becom e a  m a jo r concern  in  term s o f  its tox ico log ical effects on 
hum ans and  th e  env ironm ent. S tud ies are  needed  to  help  identify  and  quantify  the leve ls  o f  As 
th a t p reside  in the  env ironm ent, particu larly  th e  m ore to x ic  As*^ species. D evelopm ent o f  a  field- 
based m ethod u tilis ing  d isposab le  B ond  E lu t S P E  cartridges incorporating  strong  cation  exchange 
(S C X ) and  strong  an io n  c.xchange (S A X ) p hases fo r the  determ ination  o f  As^^, A s^\D N L A  and 
M M A  h as  been em ployed  fo r w aters  (w ell, river, lap and  bottled). T h is  m ethodology enables the 
separa tion  and  p reservation  o f  A s spec ies in  the  field  w ith  subsequen t e lu tion  and  analysis in the 
laboratory . E ach  fraction  is  analy sed  by IC P -M S  fo r to ta l A s, w ith  correction  fo r the  polyatom ic 
’' “A i^^C F  and  va lidation  u sing  C R M ’s and in ter-laborato ry  com parison  data. Separation  o f  .As 
using  the cartridges w as confirm ed  by R P-FIPL C -IC P-M S.
Tlie fie ld -based  m ethod  w as em ployed  on  w a ters  from  various ru ral areas o f  A rgen tina  (L aP am p a , 
Santiago del E stero  and  San Juan), w here  total A s  levels  h av e  been reported  to  be as high as 8000 
pg/1 (1). H igh levels  o f  naturally  occu rring  A s in g roundw ater in  ikrgentina  have been further 
affected  th rough ex tensive m in ing  o f  go ld  in  areas such  as San Juan.
In L a  P am p a  A s levels in w ell w ater a re  o v e r 700 pg/1 (W H O  level fo r d rinking w a ter is 10 pg/1 
As). C ontam inated  w ell w aters  p rov ide  a possib le  up take  o f  A s into th e  local popu lace, potentially  
leading to  ch ron ic  A s po isoning. T herefore  s tud ies have  b een  carried  o u t on  hum an  and  anim al 
sam ples to  estab lish  a  link  betw een  the  natural A s levels and  the  curren t state  o f  health . H um an 
health  in reg ions lik e  L a  P a m p a  and  Santiago de l E stero  h av e  reported  m any cases o f  skin legions, 
p igm entation  changes, hyperkera tosis  and  various fo rm s o f  cancer associated  w ith  the 
consum ption  o f  th is w ater.
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M E A S U R E M E N T  O F  P O S T P R A N D IA L  T R IG L Y C E R ID E  K IN E T IC S  IN  B O T H  
E N D O G E N O U S  A N D  E X O G E N O U S  L IP O P R O T E IN S  U S IN G  S T A B L E  IS O T O P E S  
F . S u n . M . StoH nshi, F , Shojaee-M oracU c, M . U inp leby
D iabetes and  Endocrinology, Postgraduate A ledical School
A bnorm ally  e levated postprandial trig!ycerides^(TQ) are a  feature o f  m etabolic syndrom e and type 
2 diabetes and are predictive o f  an Increased risk o f  cardiovascular disease. T he cause is poorly 
understood due to  the  lack o f  selective and sensitive m ethods to  accurately quantify the kinetics o f  
postprandial exogenous (chylom icrons) and endogenous (V LD L) triglyceride-rich lipoproteins. In 
this study postprandial TO  Wnetics w ere m easured in healthy subjects using a  novel m ethod to 
separate exogenous and endogenous lipoproteins. Six healthy volunteers (2M ,4F), age 
36 .8±3.9yr, BM I 2 4 .4± l.lkg /m *  (m ean*SE M ) w ere studied on 2 occasions in random  o rder I] 
a fte r an overnight fast and 2] during a  continuous feeding protocol w ith 6 liquid m eals (486kcal,
11% carbohydrate, 88%  fat) g iven every 2h . In  b o th  studies a  bolus injection o f  [^Hsj-glycerol was 
adm inistered to  label T G . Sf»60 and Sf 20-60 lipoprotein fractions w ere separated by sequential 
ultracentrifugation. Endogenous and exogenous particles were isolated using a  novel 
im m unoalïîn ity  m ethod (Protein G coupled to  three m onoclonal antibodies specific  for apoBIOO- 
4 G 3 ,5 E l 1 and B soU 6) w hich allow ed com plete separation  o f  apoBlOO and apoB48 containing 
lipoproteins. TG  was extracted from  the  purified particles and glycerol enrfclunent m easured by 
gas chrom atography m ass spectrom etry. TG  fractional catabolic rate (FCR ) w as calculated using 
a  m athem atical m odel o f  the exogenous and endogenous TG  pathw ays. P lasm a TG 
concentrations w ere 0 .8 8 ± 0 ,llm m o l/L  in  the fasted study and 1 .47i0 .20m m ol/L  in the fed study. 
There w ere  no differences in V L D L l and V LD L 2 TG  FC R  betw een th e  fasted and fed studies 
(V L D L l, 43.8±15.3  vs 52 .2 ± I4 .I pools/day; V L D L 2 ,26.8*4.4 vs 20.4*2.1 pools/day). In  the  fed 
study chylom icron T G  F C R  (48.0*18,5 pools/day) w as no t different from  V L D L l FC R  but small 
chylom icron TG  FC R  (12,7*1.9 pools/day) w as significantly  low er than V LD L2 F C R  (p=0,022). 
Feeding d id  not change d ie  clearance ra te  o f  V L D L l and V LD L2 in healthy subjects. Altliough 
chylom icrons arc cleared a t the sam e ra te  as V L D L l the  clearance o f  small chylom icrons (the 
sam e density  as V LD L2) is low er than the clearance o f  VLDL2.
No. 86 
T itle
A u th o rs
Group
A b stra c t
P S Y C H O S O C IA L  A S P E C T S  O F  T H E  E A R L Y  D E T E C T IO N  O F  P R O S T A  I E  C A N C E R  
IN  IR A N IA N  M E N
D r. A ll T a g liip o u r . D r. V asso  V y d e lingun i, P ro f. S a ra  F n ith fu ll 
D ivision o f  H ealth  &  Social C are
B ac k g ro u n d  a n d  objectives D espite significant progress in prostate cancer research over the last 
tw o decades, screening o f  the d isease has rem ained controversial. From  a psychosocial 
perspective, little is know n o f  patients’ beliefs about their illness and why they often delay in 
seeking d iagnosis. T he purpose o f  this qualitative study was to  understand the psychosocial 
aspects o f  th e  early  detection o f  prostate cancer.
M eth o d : This study used a  grounded theory  approach w ith the theoretical perspective o f  social 
constructionism . A purposive sam pling o f  tw elve m en from public and private sector hospitals 
w ho had  received therapy w ere interview ed face to  face in Persian  using  a  sem i-structured 
interview  guide. Interview s w ere audiotaped, transcribed in  full translated into E nglish and then 
analyzed.
R esu lts : F indings o f  this study show ed that the Illness sym ptom s and therapy consequences 
considerably influenced the participants* perceptions. T hey chose hid ing  as a  strategy for 
sym ptom s m anagem ent. C hoosing this strategy m ay  be related to em barrassm ent, norm alization, 
and m inim ization o f  the illness problem s. T he finding  also show ed that m asculinity  and doctor- 
patien t relationship  w ere the m ost im portant barriers fo r m aking decision, but fam ily support and 
trusted physicians w ere the m ajor factors to facilitate the decision-m aking for the  illness detection.
C on clu sio n : T he findings recom m ended th a t the early detection o f  prostate cancer need a m odel 
based on  both biom edical and psychosocial aspects.
5 6
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Taghipour A Dr (PG/R ■ Health .Social Care)
From; Dr Rob Fisher [hid6@inter-(llsciplinary.net]
Sent; 10 September 200710:20
To: Taghipour A Dr (PG/R - Heailh & Social Care)
Subject: H1D6 - Hard Copy Volume Details
Hi Folks,
I hope this finds you all well and in good spirits.
This is e-mail 1 of 1 today (you haven’t heard that for a long time!) and concerns the 
details and constitution of the hard copy themed volume which will emerge from the 
conference. There is no news to report on the eBook just yet: I'm afraid we are still 
searching for an editor or co-editors - so if you are interested, please drop me a line!
First off, thank you very much indeed for all your nominations and well reasoned 
supporting arguments for the inclusion of papers in the publication! It has been 
extremely interesting to gauge reactions to papers as well as to see how people perceive 
of the project in general and how it could best be represented. As always, at the end of 
the day we have had some very difficult decisions to make - and I believe the Board 
finally reached at a result which is both fair to the strength of arguments coming 
through the nomination system as well as to the project as a whole.
Please read the following notes very carefully; failure to do so will result in your 
exclusion from the volume.
There will be one volume, comprising of 14 chapters of 20 pages (maximum) each. It will 
be edited by Peter Twohig and Bob Perrins - a huge 'thank you' to both of them for their 
time and commitment to the project.
The chapters will be;
1} Nathalie Dinh
Indignation in a Cross-cultural Clinical Context
2) lain Law
Health, Wellbeing, Potential and Capability
3) Monica Greco
Self, Narrative and Illness as Creative Invention
4) Peter Kearney
The Barretstown Experience: Communitas and Liminality
5) Harold Schweizer
This Ever-transient Accidental Crossing of Homentums": On Alan Shapiro's Poem, "The 
Accident"
6) Maria Vaccarella
"I have epilepsy but it’s not who I am." Making Sense of Epilepsy in Roy Robinson's 
Electricity
7) Abir Hamdar
Death, Illness, and Disability: The Crisis of Iraqi Masculinity in Betool Khedairi’s 
Novel Ghayeb
8) Bill Albertini
Body and Pain: David Wojnarowicz's Avant-Garde Remaking of the World 
9} Helen Sampson
An Alternative to the Concept of Stress as the Linking Mechanism Between Work and Ill- 
health?
I
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10) Suzannah Biernoff
Re-thinking the 'Clinical Gaze': Art, Surgery and Tactility 
IX) Hugo Valenzuela Garcia
Multiculturalisra and Health: Applied Anthropology and Migrant Communities in Barcelona
12) Ali Taghipour
Iranian Men's Perceptions and Experiences about Early Detection of Prostate Cancer
13) Ant je Kanipf
Tales of Healthy Men? Prom 'Lebensborn' to Semen Banks
14 ) Bob P err in s
Negotiating Hygiene on the Borders of Empires: The 1917 Sanitary 'Crisis' in the 
Manchurian To:vn of Andong
I think this provides us with a fascinating and challenging publication which reflects 
strong facets of this year's conference and does justice to the direction of the project 
as a whole.
The procedure for publication is this:
a) All authors included in the volume must confirm their willingness to have their 
chapter included in the volume. Please send an e-mail to Peter, Bob and myself confirming 
your willingness to develop your chapter for inclusion in the themed volume. This must 
arrive by Friday 21st September 2007; if we do not receive confirmation, your paper will 
be withdrawn from the volume and the place offered to another contributor with Immediate 
effect. As soon as you confirm your participation in the edited volume, Alejandro will be 
sending a template file to facilitate formatting and putting together submissions 
following guidelines and style sheets.
b) Please ensure you have the latest version of the style sheet; as part of your e-mail, 
please confirm that you are prepared to abide by the style sheet, please make sure you 
are working with Version 7, and Oxford Referencing Version 1.5. Failure to abide strictly 
by the requirements of the style sheet will result in your paper being returned and, if 
time is short, excluded from the volume. We will shortly send out a template chapter in 
Word for you with everything correctly set up.
c) Your paper cannot have appeared anywhere else or require an acknowledgement from 
another publisher. Your paper is not eligible for inclusion should either of these 
conditions apply. Please confirm as part of your e-mail that the above condition applies.
d) Your chapter can be a maximum of 20 pages long, including footnotes and references, 
under the terms of the margins specified in the style sheet.
e) The inclusion of drawings, photographs, illustrations, diagrams, pictures or poetry 
must be cleared with Rob first; in particular, please note that it is the responsibility 
of the author to obtain written copyright permission for the use of any such materials. 
This must be supplied to the editor Is) with a copy to Rob before we will accept the 
chapter for inclusion, We can only do limited colour reproduction; black/wltite or 
grayscale reproductions are preferred.
£) The chapter is to be a development of the work originally given, modified and 
developed in light of the questions, discussions and feedback held at the conference. 
Authors submitting the original paper with no modification will be automatically 
excluded.
g) All chapters are to be submitted to Peter and Bob, with a copy to me by Friday 23rd 
November 2007 at the very latest. This is non-negotiable. If you miss the deadline, your 
paper will be excluded. It is usually a good idea to submit sample pages to the editor 
prior to the deadline date for clearance; it prevents any nasty surprises later in the 
process !
Peter can be emailed at; Peter.Twohig@SMU.CA Bob Perrins can be emailed at: 
robert.perrins@acadiau.ca You have my address at the top of this e-mail.
Thank you all very much indeed for your time and energy. We have the prospect of a lively
and engaging volume dealing with significant icsues. Please do not hesitate to contact me 
if there is anything further I can do.
Warmly,
Rob
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Iranian men*sperceptions and experiences ahont early 
detection of prostate cancer
Dr, A li Taghipour, Dr, Vas,so Vydelingiim  a n d  
Prof, Sara  Faithjiill,
A b s tr a c t
Background and objective: Despite significant progress in prostate 
cancer research over the last two decades, screening of the disease has 
remained controversial. From a sociological perspective, little is known of 
patients’ beliefs about their Illness and why they often delay in seeking 
diagnosis. The purpose of this qualitative study was to understand the 
experiences and perceptions of men about the early detection of prostate 
cancer.
Method: This study used a grounded theory approach incorporating 
the theoretical perspective of social constructionism. A purposive sampling 
of twelve men from public and private sector hospitals who had received 
therapy were interviewed face to fttce in Persian using a semi-structured 
interview guide. Interviews were audio taped, then transcribed in full, 
translated into English by the investigator, and analysed using MAXqda2 
software.
Re,sidts: The value men accorded to early detection of prostate 
cancer was found to be conditional upon their belief  ^of prostate illness and 
their experiences about cure. There was a lack of information about the early 
detection process. The men felt that medical intervention was focused on the 
biological aspects, ignoring the needs of the individual. The men were not 
expecting to have symptoms because of prostate treatment; this influenced 
their subsequent seeking diagnosis.
Conclusion: Given men’s perceptions and experiences of the illness, 
screening of prostate cancer seems to have wider implications. The findings 
suggest that early detection of the disease in Iran may need a semening model 
that incorporates both biomedical and psychosocial aspects.
Key words; men, experiences, perceptions, prostate cancer, 
grounded iheoty
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2  Iranian m en's perceptions and expediences about early detection ...
Introduction
Prostate cancer is a disease that atTects men in a far larger 
proportion than its incidence would suggest. It is therefore hidden from view, 
i he hidden part constitutes an important, unrecognized reservoir o f  the 
disease in the community, and its detection and control is a challenge for 
those working in public health and social medicine.
The incidence o f prostate cancer has increased in the last two 
decades. The estimation o f global cancer shows that prostate cancer has 
become the fifth most common cancer in the world, and the second more 
frequent cancer in m en.’ It is clear that prostate cancer incidence rates vary 
widely from developed to developing countries." The reasons for difference 
in rates o f  prostate cancer in the developing world are not known, but 
differences in male life expectancy, lack o f  diagnostic investigation, poor 
health care systems, lack o f  screening policy, and possible environmental 
factors have all been suggested as influencing prostate cancer incidence.  ^
International trends in mortality from prostate cancer have increased but it is 
less than current incidence, which would suggest that there is a large 
proportion o f  undiagnosed disease.'
The high incidence and mortality rates o f  prostate cancer justify for 
selecting an appropriate preventive strategy. Due to unknown aetiology and 
inconsistent or inconclusive risk factors, primary prevention o f  prostate 
cancer seems to be impracticable. Screening o f  the disease represents an 
appropriate strategy o f secondary prevention to detect the disease at the early 
stage.^ Appraising a screening programme is based on the criteria, which 
must be considered for its efficacy and effectiveness. Melia summarized 
these criteria which include; importance health problem; natural history: 
suitable test: recognizable at an early stage; effective treatment; cost- 
effective; acceptable policy; acceptable clinical, social and ethical evidences; 
approved by randomized controlled trials; and overall benefit from screening 
and adequate staffing and facilities.’
As can be demonstrated by these criteria, there is no question that 
prostate cancer is an important health problem. The incidence rate o f  prostate 
cancer has significantly increased by using prostate-specific antigen (fS A ) 
test for detection o f  asymptomatic disease. PSA testing is available and it 
costs about .£5 for simple testing and £10 for specific testing.'* The sensitivity 
and specificity have been affected by using different thresholds o f  PSA in 
d ifièrent countries. In addition, the level o f  test can be affected by DPI I, 
prostatitis, prostate biopsy, digital rectal examination, and some medicines 
such as Finasteroide.’ ’*
The natural history o f  prostate cancer is a study that observes the 
development o f  the disease from latent to declare and also its prognosis. 
Unfortunately, this screening criterion Is poorly understood." Furthermore, it
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is not possible to predict growth o f  prostate cancer. This unpredictable nature 
o f  the disease is creating debate about its treatment as well.
The beneficial affect o f  prostate cancer screening, i.e. the 
advantages and disadvantages relate to whether there is a positive outcome o f 
treatment to influence screening behaviours. Early detection reduces the 
disease-specific mortality by 7 per cent, and decreases the rate o f  metastasis 
development. However, over diagnosis may increase the morbidity o f  men by 
them receiving unnecessary treatment, which will lead to subsequent 
impairment o f  quality o f  life.^ The benefits o f treatment may also not be 
realized due to slow progression o f the disease. The major challenges for 
clinicians, therefore, are In clinical decision making in early stage o f  prostate 
cancer.’ "'
To summarise the debate, the evidences from reviews o f the 
literature consistently demonstrate that there is currently insufficient evidence 
to support a widespread policy for prostate cancer screening.** "' “ Screening 
may burden a large number o f  men with both psychological and physical 
complications, which may offset potential benefits o f  treatment."' However, 
it would be suggested that if  men request screening, they should be 
counselled and guided to make a well-informed decision." In conclusion, 
there is an ambiguity about whether screening is supported and confusion 
about what primary care physicians should do in practice. It is therefore 
important to understand the beliefs that patients themselves have in this 
process.
Several factors influence the seeking diagnosis o f  (he early detection 
o f  prostate cancer. These factors include patients’ beliefs about early 
detection o f  the disease, perceptions o f  patients about their health and the 
success o f  prevention, and their knowledge and information about prostate 
cancer. All these, influence the early detection o f  disease. One o f  the major 
implications is the effect o f  therapy on a patient’s masculinity and sexual 
behaviours.'^' This study addresses one o f  these issues exploring beliefs o f  
patients about the early detection o f prostate cancer using grounded theory 
based on the social constructionism.
Methodology
Grounded theory is a qualitative approach for investigating social 
processes and a highly systematic approach for studying social experiences 
and interactions'". Although it was first used within the field o f sociology, it 
has been applied by other researchers in different areas. As it becomes an 
ideal approach in social medicine and health care to conceptualize behaviour 
in complex situations and to understand the impact o f health beliefs and 
experiences.'^
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Social constructionism (constructitivism) is a mulli-displinary 
approach to the social sciences and its developing was influenced by 
philosophy, sociology, psychology and linguistics. It can be defined as a 
sociological theory o f knowledge which focuses to explore the development 
o f  social construction (construct) in particular social contexts. A social 
construction can be a concept or a practice. People accept this construct as a 
natural or obvious phenomenon. But in reality it can be a product or 
invention o f  a particular culture or society. Berger and Luckmann argued 
that social reality is an ongoing, dynamic and re-producible process, which 
influences people by acting on their interpretations and tlieir knowledge.'*’
Prostate cancer is one o f  the most common cancers in men. Previous 
studies showed that grounded theory has been used in different aspects o f 
prostate cancer research. O ’Rouke and Berry et al. conducted studies with 
regard to the treatment o f  prostate cancer using grounded theory 
methodology."**' Likewise, Walton and Sullivan carried out a study based 
on grounded theory to discover what spirituality means for men with prostate 
cancer and how it influences their treatm ent." Also Kaopua et al. used 
grounded theory to describe adaptation to long-term prostate cancer 
survival."^ Therefore, in comparison with breast cancer, there Is not enough 
evidence on factors, which probably contributed to the construction o f the 
disease as a social problem. Considering the study’s objective, it seems that 
using grounded theory with theoretical perspective o f  social constructionism 
may be give a wider perspective to find out more about m en’s beliefs 
regarding the early detection o f prostate cancer.
M ethod
Using a semi-structured face-to-face interview guide, 12 Iranian 
men who had been diagnosed with prostate cancer were interviewed. The 
majority o f  interviews weie carried out at the participants’ houses. This 
provided an opportunity and freedom for the men to discuss their perceptions 
and experiences in greater depth. The researcher encouraged participants to 
talk freely about their beliefs, feelings, and experiences regarding the early 
detection o f the disease. In order to elicit an in-depth explanation, the 
researcher guided the interviews by using probing questions. Sampling was 
guided by theoretical sampling. As Glaser and Strauss have noted 
“ theoretical sampling is the process o f  data collection for generating theory 
whereby the analyst jointly collects, codes, and analyzes his data and decides 
what data to collect next and where to find them, in order to develop his 
theoiy as it emerges” . I n  the initial stage o f  sampling, the method o f 
purposive sampling was used to identify participants who seemed most likely 
to provide sufficient data related to the beliefs about early detection o f 
prostate cancer. The selection o f  participants was continued until data 
saturation, that is, there was no new data to add to the categories.
415
Dr. A li Taghipour Disseminations
Ali Taghipdur ct at.
All interviews were audio taped and conducted in Persian and then 
transcribed in full. For validation o f  transcription, two transcribed interviews 
were checked by participants. The transcribed interviews were translated into 
English by the investigator. Among them, two translated interviews were 
validated by two experts in English in Mashhad, Iran, as well as native 
English academics in the Language Centre o f  the University o f  Surrey in the 
UK.
The analytic process o f  grounded theory was adopted in which 
constant comparative method is carried out to establish analytic distinctions 
and to compare data at different levels o f  analytic work. Based on Strauss and 
Corbin’s coding procedure, this process has various phases and analysis 
passes from one phase to another.^^ These phases were followed through 
categorising the data by open coding, making connections between categories 
by axial coding, and focusing on a core category by selective coding.
Through the open coding process, an attempt was made to discover 
the concepts o f  data at the outset and then to select a proper names for them 
as the initial codes. Coding was carried out immediately after interviewing in 
two stages: at first manually, and then through using MAXqda2 software. 
This software lielped the researcher to organize the textual data into codes 
and facilitate the management o f a large volume o f text. The initial coding 
process resulted in 297 various codes for the participants’ interviews.
Regarding the early detection o f pixxstate cancer, the initial codes 
were examined to identify their characteristics and compared with other 
codes within the same interview or in different interviews to find sim ilarities 
and differences. Then, similar codes were grouped into common types 
allowing initial subcatcgories to emerge."^' As a result, 13 minor categories 
emerged from the men’s data, which w ere abstracted to three major 
categories.
In the next step o f  analysis, axial coding was carried out in which 
"data was put back together in new ways after open coding, by making 
connections between categories and subcatcgories” .^  ^ It was done using a 
paradigm model, which is defined as "an analytic tool devised to help 
analysts integrate structure with process” .^ " This paradigm model includes 
causal condition, phenomenon, context, intervening conditions, action / 
interaction, and consequences. Using this model helped the researcher to link 
subcategories to categories, and also to understand the phenomenon 
systematically.
In order to ensure credibility and trustworthiness o f  the finding in 
this study, participants guided the research process. Although interviews 
were conducted in Persian, it was not possible to use participants’ own 
language in the analysis. Help was obtained from two different professional 
translators (for approving o f  translated transcripts from Persian to English). 
Review o f  translated interviews by the researcher minimised potential
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mistranslations.'^’ To increase validity, the process of coding, categorising 
and integration of categories, was observed by the supervisors who are expert 
in qualitative research.
This study was approved by the Research Ethics Committee, 
University of Surrey and also the National Ethics Committee of the Ministry 
of Health, Treatment and Medical Education, Iran. .All the participants 
received a verbal and a written information sheet about the purpose of the 
study and were asked to complete a consent form.
Results
The participants were between .55-80 years in age (average age 67 
years). .All the participants were literate apart from one and five were 
graduates from university. All of them wei e covered by the National Health 
Insurance but eight of them were additionally supported by private health 
insurance systems. Out of twelve participants who experienced the illness; in 
nine men illness began by the manifestation of lower urinary tract symptoms 
and in one by low back pain. Two other participants had not experienced any 
symptoms and prostate cancer was diagnosed by routine check up.
Through the analysis, all concepts of data, which were related to the 
early detection of prostate cancer, were coded. By categorizing the initial 
codes, 50 categories emerged from the data. Using the paradigm model, axial 
coding was carried out in which data were put back together in new ways 
after open coding to make connections between categories and to integrate 
structure of the early detection process. Finally, 13 minor categories emerged 
from the data about the early detection of prostate cancer.
These categories were abstracted into three major categories 
(phenomena) including making sense of the illness, seeking help and seeking 
diagnosis. For each phenomenon a paradigm model was developed. 
Paradigms consisted of different components including I) causal and 
intervening conditions of the phenomenon, 2) the actions/interactions which 
were made by the participants, and 3) consequence(s). Through these 
processes, the illness gradually transformed from an individual issue to a 
social concern.
1. Making sense of the illness
"Making sense of the illness” was the first major phenomenon, 
wliich the participants experienced through the detection process. Making 
sense of the illness refers to the emotional and physical reactions of the 
participants when they initially encountered to the illness. In reality, there 
was an individual interaction between wellness and illness.
This major category influenced by different conditions, which were 
sets of events or happenings pertaining to a phenomenon. They could be
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mistranslations."** To increase validity, the process of coding, categorising 
and integration of categories, was observed by the supervisors who are expert 
in qualitative research.
This study was approved by the Research Ethics Committee, 
University of Surrey and also the National Ethics Committee of the Ministry 
of Health, Treatment and Medical Education, Iran. All the participants 
received a verbal and a written information sheet about the purpose of the 
study and were asked to complete a consent form.
Results
The participants were between 55-80 years in age (average age 67 
years). All the participants were literate apart from one and five were 
graduates from university. All of them were covered by the National Health 
Insurance but eight of them were additionally supported by private health 
Insurance systems. Out of twelve participants who experienced the illness; in 
nine men illness began by the manifestation of lower urinary tract symptoms 
and in one by low back pain. Two other participants had not experienced any 
symptoms and prostate cancer was diagnosed by routine check up.
Through the analysis, all concepts of data, which were related to the 
early detection of prostate cancer, were coded. By categorizing the initial 
codes, 50 categories emerged from the data. Using the paradigm model, axial 
coding was carried out in which data were put back together in new ways 
after open coding to make connections between categories and to integrate 
structure of the early detection process. Finally, 13 minor categories emerged 
from the data about the early detection of prostate cancer.
These categories were abstracted into three major categories 
(phenomena) including making sense of the illness, seeking help and seeking 
diagnosis. For each phenomenon a paradigm model was developed. 
Paradigms consisted of different components including I) causal and 
intervening conditions of the phenomenon, 2) the actions/interactions which 
were made by the participants, and 3) consequence(s). Through these 
processes, the illness gradually transformed from an individual issue to a 
social concern.
1. Making sense of the illness
"Making sense of the illness” was the first major phenomenon, 
which the participants experienced through the detection process. Making 
sense of the illness refers to the emotional and physical reactions of (he 
participants when they initially encountered to the illness. In reality, there 
was an individual interaction between wellness and illness.
This major category Influenced by different conditions, which were 
sets of events or happenings pertaining to a phenomenon. They could be
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Urinary symptoms the core and main causal condition, led to the 
occurrence or development o f  the phenomenon o f  making sense o f  the 
illness. Urinary problems included a wide spectrum o f  symptoms from an 
acute to a chronic urinary problem. Some o f  the participants experienced the 
illness by acute urinary retention or having difficulty in starting urination. 
This meaning is clear in the following statement:
I suddenly feh ihm I need lo go lo resi room bul il (urine) 
didn't come (M. 6). Around three yeor.s ago, my illness 
siarfed suddenly. I wenl lo toilet more than usual. Il came 
very slowly and so  / had to force lo pass tny urine (M. -I).
Intensity o f  the Illness was the main context in which the 
phenomenon o f  making sense o f  the illness was formed. During the illness 
progression, its dimensional range clianged from mild to severe. These 
dim ensions influenced taking different actions/interactions strategies. With 
regard to the intensity, one o f  the participants pointed out:
/ tolerated my illness fo r  3 years. After I hat. I cou ldn ’t 
tolerate anymore, because / was noi able to conttrd my 
uritie. The intensity o f  my ilhtess changed my mind and  / 
tried to know more about my illness (M. 11).
To make sense o f  the illness, there were som e intervening 
conditions, which could acted either a trigger or a barrier regarding 
action/interaction strategies taken within the context o f  the phenomenon.
Interference with social life was a social intervening condition. In 
Islamic culture, getting urinary problem s was a social troublesome. Men 
needed to  be clean for daily prayers. Therefore, there was a social lim itation 
to have group prayer in mosque or to attend a familial or social cerem ony. 
This m eaning is evident in the following statement:
It was a dirty illness. I m uis in a big trouble when my illness 
begun. You know, I couldn V go to the mosque., it became a  
great difficulty for my social life (iVI, 6).
Ritual was a religious intervening condition, which refers to some o f 
the Islamic religious ceremonies such as performing Hajj. Hajji (a pilgrim  to 
Mecca) should be Tahir (clean) during the performance o f  l lajj by having
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Wodu (statutory ablution according to Islamic Shariah) before Salat (prayer) 
and also his body and dress should not be polluted with Najasaii (dirty stufi). 
Urine is one of the Najasahs. Urination is one of the tilings which make 
Wodu invalid. Having urinary problems such as urinary frequency or 
incontinence, performing Hajj became very difficult and stressful. Therefore, 
people tried to treat this problem before going to Hajj. In this regard, one of 
the participants indicated:
/ applied fo r  Hajj along time ago. in belweeii, i ’vc got 
urinary prohliam. I lawever, due to this problem, I fhotighi 
that if nm  dijjk'uif to go to Hajj. Therefore, / try to solve 
this problem as soon as possible (M, 2).
Death of colleagues from prostate cancer was another intervening 
condition. This was a key factor in making the participants aware of the 
illness. This concept is evident in the following statement:
Seven years ago. one o f my colleagues who u'<7.v my dose  
friend died o f prostate cancer in a vmy short time. You 
know, it was .siress/hl. I talk to my.self; "look he was a 
healthy man without any urinary problems. How can this he 
happening to me. Wity not try for prevention " (M. 9).
In contrast to the above triggers, there were some barriers, which 
imerlered with the process of the early detection of prostate cancer. One of 
the most important barriers was lack of knowledge. Knowledge about the 
illness was poor among the participants. They did not know what the cause of 
their illness was and how they could control it. In addition, they were unable 
to answer to many other questions about the illness. Most of them said that 
they have never heard anything about the prostate gland and some of them 
did not still know where the prostate gland was located in the body. This 
meaning is evident in the following extract:
Well, actually I didn V know anything about prostate and I 
thought if was a .simple dy.function ami would maybe it 
would go away by itself For example, / didn't know where 
the pro.staie is {.M 2).
Through the experience of the initial signals of the illness, the 
participants attempted to manage and handle the illness by choosing hiding 
strategy. The hiding means to keep the illness symptoms secret from family 
and/or friends. Based on this strategy, the participants took different 
actions/interttctions including denial, self-therapy and self-monitoring of the 
illness to manage the illness. This strategy often led to delay in seeking 
appropriate help and seeking diagnosis, as well.
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Denial refers to refusal o f  accepting that the illness has begun. Som e 
o f  the participants thought that their illness was not an important o r serious 
problem . M oreover, they thought that it could be a temporary dysfunction. 
Som e o f  the part icipants with respect to this issue indicated;
/ hacin'i ariy infonutUion abmtf my illness. Therefore, when 
it started  ! d id n ’t, like to accept the beginning of my illness 
(M.3). I didn't consider it serious. I Just thought that i t ’s 
nothing special and try to keep it secret (M. 8). I thought 
that i t ’s not too important and it w ill be OK spontaneously 
and hid it from  my fam ily  (M. ~l).
Action/interactions taken by the participants in response to the first 
phenom enon resulted in the disclosure o f  the illness. In other words, the 
outcom e (disclosing the illness) was formed by interaction between the 
conditions (intervening conditions, context) which affected the phenom enon 
and the actions/interactions, which w ere taken to handle the phenom enon. 
From this harmonic process, disclosing em erged as its consequence.
2. Seeking help
"Seeking help” refers to the second phenomenon, which was 
experienced by the participants through the process o f  illness detection. It is 
noteworthy that disclosing, which was the outcom e o f  the first phenom enon, 
itself, became the main causal condition for the seeking help phenom enon. 
The data illustrated that the disclosing often happened because o f  failure in 
self-therapy or progress o f  the illness intensity. The finding o f  this study 
show ed that the initial approach by men for seeking help was likely indirect. 
T ite participants often tended to view  their spouses and/or friends as a 
prim ary source for help. It is notable that when the participants sought help 
from health system, they were often focused on urinary symptoms. They less 
likely disclosed the psychosocial aspects o f  their illness. O ne o f  the 
participants elaborated on how he did decide to disclose his illness and to 
seek help;
/ got retention many times and tried  to manage it m yself ft 
happened many times. Fortunately, my management was 
often successful and for a few months, I didn't have any 
problem. Nevertheless, later it came back more severely  
than previous times. I w orried and fidt that it is more .serious 
than my imagination and needs more attention. Therefore, ! 
decided to see my old frien d  who is a general practitioner as 
well and to talk about my urinary problem  (M. 8)
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Knowledge was the context o f  the second phenomenon. Through the 
experience o f the illness, the participants gained their knowledge in a 
complex process.
Analysis o f data showed that the participants’ information about 
their illness was different. Initially, their knowledge about the illness and 
especially care and control o f  the illness was very low. Nevertheless, through 
experience o f the illness, participants gradually gained more information 
from different sources such as wife, friends, or health professionals. Within 
the social interaction, they interpret, select, and organize their knowledge to 
form their perception about the illness.
When they understood that there is a relationship between their 
symptoms and prostate gland, their mind changed towards seeking deeper 
knowledge about the illness. This meaning is evident in following sentences:
ii 'hcn I iiiniers/ood the source o f  die illness, / anempled t o 
follow  if. (M. Î0)
Understanding the illness and its cause, nature, and progress made a 
great change in the participants’ knowledge and helped them for a better 
management o f  the illness. This understanding was more due to the help and 
support o f their spouses. They had an important role to handle the illness and 
to seek appropriate help. They were very active and sensitive in the process 
o f  their husbands’ illness. They monitored their husbands’ behaviours and 
tried to understand their problems. The following statement shows this 
reality:
AJkr many inomhs, o f having had urinary problem. I didn 7 
lake it more seriously, and J fhotighf dial il is a lemporary 
issue. However, laler when my wife understood my prohlem, 
she sought advice from a health professional and explained 
clearly fo r  me. .So. at that time I understood ...Oh! I need to 
he .serious fA7. 12).
In addition, the participants’ spouses had an important role in 
management o f the symptoms. Through llic process o f their diagnosis, they 
always accompanied their husbands, from the time o f being concerned that 
they had been seeking help. In this regard, one o f the participants elaborated:
I tried to hide my problem from my wife. But, Jhnilly .she 
understood. She called our family physician and took an 
appointment. At that time, / was feeling very bad. So, she 
explained the whole story to the doctor. He (doctotj refetred 
us to a .specialist (M, 6).
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The findings showed that there were two referral systems, 'fhe  first 
one was lay referral system which can be identified a non-systematic non­
professional referral system. Regarding the lay referral system, the 
participants referred to friends who had experienced the same urinary 
problems. There lore, before or through seeking professional medical help, 
the participants or their family attempted lo gain more details about different 
aspects o f  the illness from their friends, especially about the illness coast, its 
consequences, and their quality o f  life. Despite o f  a positive and encouraging 
role o f  the wives to follow for diagnosis o f  the illness, the friends often 
provoked them into delaying o f  detection or treatment o f the illness. 1 he 
following statement reveals this concept: to gain
f'ci gal urinary prahletm  fo r  many monlhs. I .sr/ir lhal it's 
nut tolerable. So I ilecklcd to see my friend who had the 
.same dfne.ss. He sa id  me" don't woriy: you can treat it by 
herbal medicine”. He emphasized "don't have any 
operation on... you would be in a big ti'oiible" (M  3).
In the lay referral system, the participants were informed about the 
social, sexual, and emotional consequences o f the illness by their friends. The 
majority o f  these friends experienced the same illness. Nevertheless, having a 
low awareness o f  prostate cancer sometime resulted in refusal o f  seeking 
professional help for a long time. In this regard, one o f  the participants 
elaborated:
I Vell, one o f  my ftiends had got the .same illness and he M>as 
operated, hut he got two problems, itrinary incontinence and  
.se.wal inability. IVell, (his was an itnporlance e.xperie.nce.
So. /  prtferrcd  to avoid treatment for long time (M. 10).
The second leferral system was health professional system. One o f  
the most important sources o f  the professional help was the participants 
trusted physicians. They were trusted counselors from the participants' 
perspective and gave them more information about the different aspects o f 
the illness. One o f  the participants stated:
/ under.siood (hat my illness had become .severe and I 
needed to talk lo somebody v ho /  could trust, becau.se my 
.specialist uy/.v so bu.sy and he just .said me; you need to go to 
TallI'an fo r  biopsy o f pro.staie. However. / wanted to know 
why biop.sy and why Tehi'an. Therefore. I decided to see a 
GT who / knew him (M, S).
Regarding the professional referral system, there was not enough 
primary cancer care support in Iranian health systems for the early detection
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of prostate cancer in both private and government health care systems, l.ack 
of a systematic approach contributed to that why the participants were 
viewed as reluctant to seek help and why they used this system less.
You know, wlum / imdersfood lhaf I needed help, there were 
many (pte.s1ion.s. But, actually. I wasn't able to find  
appropriate answers. People need to know about the 
illness's symptoms, prevention, diagnosis approaches, and 
thet'apy procedures.
The analysis of data revealed that through the seeking help resulted 
in two major actions including using herbal medicine and/or seeking medical 
care. Because of easy accessibility, low cost, and safety, the majority of the 
participants preferred to use herbal medicine before experienced any modern 
medical approaches. However, the finding illustrated that using herbal 
medicine otien led to delay in seeking medical help. In this regard, one of the 
participants indicated:
/ explained my urinary problem to tuay friend lie told me; " 
don 7 vrr;/7T / had the same problem and / sort it by herbal 
medicine". He refetred me to a famous herbalist. He gave 
me .some powder and it was u.sefuL / repeated fo r  many 
times. However, after one year my illness became severe 
and I understood my illne.ss was different Jrom my friend's 
illne.ss and I can 7 cat'e it by Just herbal medicine (M. 3).
Due to failure in using herbal medicine and/or the impact of the 
symptoms, the participants sought medical help. But to have an appropriate 
medical care, there were some psychosocial issues which would be 
considered (or an appropriate decision.
3. Seeking diagnosis
"Seeking diagnosis” was the third phenomenon of the detection 
process. This phenomenon describes the detection process and its conditions 
and actions/interactions. From the participants' point of view, the most 
important condition, which encouraged them to contribute in the process of 
seeking diagnosis, was having anxiety from labeling the illness as a prostate 
problem not as a urinary problem, progression of the illness, failure in herbal 
therapy, insisting of family for following the illness, suspecting of 
malignancy, and/or controllability of the illness.
My .specialist lolled me that if  I rcfuseil medical care, it 
maybe became malignant. Therejore, I accepted it because / 
wanted to prevent malignancy (M, Uf.
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Thi ougli the process o f  seeking diagnosis, one o f the most important 
conditions was masculinity, which can be considered as social, sexual, and 
physical identities. In relation to the social identity, there was a significant 
relationship between this aspect o f  identity and seeking diagnosis. Iranian 
society has a male dominant culture. In these conditions, male identity plays 
an important role in seeking diagnosis. The findings illustrated that the 
participants argued that the illness consequences such as impotence are a 
gender issue rather than a sex problem or a physical side effect. The 
participants described this consequence as a failure and thought that this 
failure has spoiled their social identity. Moreover, they thought that this issue 
has not been considered seriously in the medical investigations. In this 
regard, one o f the participants elaborated:
Sex is an iniporiant issue fo r  men and il is /heir idcriliiy.
This Hfne.'is related to men's identity. When a man dm:s his 
sex, he loses hi.s masculinity. For this reason, I delayed my 
opetxilion on pim tate. }è.Y, / need my heal lit and / also need 
to save my identity as well (M. 10).
With respect to masculinity, male often did not like to be 
considered weak. Lack o f muscular control such as incontinence may suggest 
a failure and raise the participants’ concern. Some o f the participants knew 
what has happened to their friends after surgery. They were aware that their 
friends arc unable to have control o f  their body and have lost their physical 
power by incontinence. For some o f them, this inability led to social 
isolation. Consequently, some o f  the participants preferred to delay in 
seeking diagnosis because o f  these social consequences, in this regard, one o f 
the participants indicated:
Before decision, I asked my friends who had the same illness 
about the treatment. Wed I, they were not happy because they 
couldn’t contra! urine and it was passed it.velf. It was very 
difficult fo r  them to go to tuostpie. It was so stre.ssfui So, fo r  
me it became very difficult to make decision (M, d).
Through this phenomenon, the participants understood that detection 
o f the Illness and medical interventions were necessary. Belief about the 
controllability o f  the illness was another trigger. Through the process o f  the 
illness, the majority o f  the participants understood that the early detection 
would have influence on curability and controllability o f the illness.
Look, consulting with one o f  my relatives who is living in 
Germany gave me a good view about curability o f the 
illne.ss. lie  fold me; "don't worry prostate cancer can be 
controlled”. / know that there are many different methods
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for controlling Well, seeking diagnosis became ea.sy when I 
understood that my illness is controllable (h4. 2).
Through this phenomenon, the participants understood that detection 
of the illness and medical interventions were necessary. They also realized 
that there was not any other choice to control their illness alone. Based on 
the acquired knowledge especially suspected malignancy and also severity of 
the Illness, they attempted to relinquish the responsibility of the decision for 
detection and control of the illness to the trusted physician. This physician 
could be a GP or a specialist. Nevertheless, the doctor-patient’s relationship 
had significant influence on relinquishing control of the illness to their 
physician. In this regard, one of the participants elaborated:
/ have a good relation with my physician. We have friendly 
relationship. They respect me and they explain my problem 
clearly to clarify the matter and fry to make me understand 
that prohlem (M, 2).
Another important factor, which deeply affected men’s view through 
the seeking diagnosis, was confirming (he diagnosing of the illness as a 
malignant disease. In Iran, people are usually afraid of cancer. They often 
think that cancer means death. Encountering with cancer is very painful for 
them. In this culture, diagnosis of cancer is an expression of an intractable 
pain, hopelessness, and a prolonged period of wasting lime before death. 
Therefore, in Iranian society, cancer is a disaster. This concept is obvious in 
the expression of tins participant:
/ hud two kinds of feelings in two stages. At the Jirsl .dage. 
when / had just an elevaied PS.4. I didn '( really think that it 
is scriou.e Therefore, I wasn 7 loo worried. llowevei\ al the 
ne.xt .stage when / encountered with positive result o f biop.sy.
I became very anxious and took it very .\eri(m.s. This cancer 
became my thinking, my working, my sleeping, and 
everything. ,4t that time, I felt my illness. I .said lo my .self 
that don '/ feed a dead snake in your .sleeve (proverb) (M. 9).
Understanding the reality of the illness was difficult (or the 
participants. This understanding was harder for those participants who had 
not enough knowledge about the illness.
Discussion
This study has Illustrated the men’s perceptions and experiences 
about the early detection of prostate cancer. It was shown that the illness 
detection is a dynamic process and it contains three sequential phenomena
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including making sense of the illness, seeking help and seeking diagnosis 
about recognising of the illness. All these processes are affected by sonic 
intervening conditions, which may facilitate or constrain the strategies 
adopted to manage, handle and response to the phenomena.
Making sense of the illness refers to those participants who suffered 
from some symptoms of the illness such as urinary problems. In a 
community-based survey of adults aged 40 years or more, Perry and his 
colleagues found that 34 percent of the study population reported clinical 
urinary symptoms. Only two percent of them reported the symptoms to 
healthcare.*** Although, the majority of the participants experienced urinary 
symptoms, it seems that there were some psychosocial triggers and barriers 
as intervening conditions to perceive the illness.
Regarding the gender aspect of these symptoms, masculinity was the 
main theoretical perspective of the participants in perceiving the illness and 
selecting hiding of (he urinary problems as a strategy. Therefore, similar to 
the previous study by Chappie and Ziebland, masculinity was a barrier for 
disclosing the urinary problems.*'
Using the hiding strategy, the participants attempted to manage their 
urinary dysfunctions by self-monitoring and self-therapy. Nevertheless, due 
to failure in self-therapy and Impact of the symptoms, the participants were 
obliged to disclose their problems. However, in order to understand the issue 
of disclosure it is necessary to consider different medical and social aspects 
of the symptoms. Unfortunately, research has paid little attention to the 
disclosure issue among men with urinary problems. Nevertheless, the 
findings of this study support the view that the more visible and intense the 
symptoms, the greater the likelihood that the participants disclose their 
urinary problems to others for seeking help.**
The findings of this study also show that the seeking help is a 
process results from the disclosure strategy. Through this process, the 
participants referred lo different referral systems including the family 
members especially their spouse, close reliable friends who had experienced 
the same illness, and linally the authoritative health professionals. This 
finding supports the view that the whole process of seeking help involved 
consultation with the family members, friends, and the health professionals. * 
In general, the seeking help process has two periods including 1) preclinical 
period, that is, before contact with the physician or the emergency room via 
lay referral system (family members and/or friends), and 2) clinical period 
through health care system.**
This finding is in agreement with the view that men generally seek 
most of their health care support from their sp o u se .*’• **’. 'fhis support made
427
Dr. A li Taghipour Disseminations
] b  Iranian men’s perceptions and experiences about early detection ...
a great opportunity for the participants lo gain more knowledge, to 
understand the nature o f  the symptoms, and to manage the illness in a proper 
way.
In addition to the lay referral system, some o f the participants sought 
help from their friends who had experienced the same urinary symptoms. 
Because o f being informed about psychosocial consequences o f the illness, 
there was a significant attitude towards avoiding or delaying the use o f  
medical care.
The findings also show a strong association between the seeking 
help and embarrassment experienced by men. Roberts el al. reported that 
there were some difficulties for men to find appropriate terms to talk about 
urinary symptoms with health professionals.** Moreover, when they sought 
help from health professionals, they were often focused on the urinary 
problems rather than counselling about psychosocial issues.
Irrespective o f  the lay referral system, the patterns o f men’s help- 
seeking behaviours had important role in health professional system. 
Previous research support the popular belief that men are often unwilling to 
.seek help from health professionals.*" Moreover, men appear to spend less 
time with physicians during their visit than women, and receive less advice 
from health professionals. Therefore, it is important to understand how are 
masculinity ideologies and norms related to men’s seeklng-help behaviours.
Through the seeking-help process, the participants found more 
information about the symptoms. Then, they encountered with labeling the 
problem as a prostatic disorder rather than urinary symptoms and made a 
decision lo finalize the diagnosis o f the illness. Seeking diagnosis can be 
viewed from either a medical prescriptive model or a descriptive view*"*. The 
medical prescriptive o f seeking diagnosis is based on probabilities and 
uncertainties surround the diagnosis and treatment o f prostate cancer. 1'he 
descriptive view o f seeking diagnosis focuses on social factors, which arc 
logically unrelated to the medical issues, but they can Imve dramatic 
influence on medical decision."** Regarding men’s perceptions, the findings 
o f this study showed that masculinity and doctor-patient relationship were the 
most important non-medical factors in seeking diagnosis.
The findings o f this study demonstrated that seeking diagnosis has 
been complicated by the unwanted side effects o f  the therapeutic procedures 
o f the illness such as impotence and incontinence. Little is known about 
men’s sense o f masculinity when they seek help for the early detection o f  
prostate cancei". It is important to find out these elTects on the decision about 
the early detection o f prostate cancer.
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The findings of this study support the view that the contextual 
conditions of prostate cancer (symptoms, diagnosis tests, and therapy 
consequences) most closely concerned with men’s sexual function. 
Therefore, any physical dysfunction caused by the symptoms and side effects 
of treatment, might adversely influences men's gender identity and sense of 
masculinity. Based on social constructionism, masculinity issues o f prostate 
cancer has a substantial effect on man’s perception to accept the gender 
related conditions of the illness and can be led to delay in seeking diagnosis 
for early detection. "
The results of this study also illustrated that the pntient-doctor 
relationship has an important role in seeking diagnosis. Regarding this isuue, 
there are some important aspects including the difficulties of this relationship 
from the patient’s perspective rather than clinician’s, and the communicative 
aspect ol this relationship, which Is influenced by affective behaviour of 
physicians and their communication skills. This study revealed a more 
negative perception of patient-doctor relationship.
Implication
Understanding of male perceptions about the illness has several 
important implications for the early detection of prostate cancer including: 
definition of a policy for primary cancer carc. systematizing the lay referral 
system, improvement of men’s knowledge, considering the masculinity of the 
illness, and identification of wife and GP’s roles through the early detection 
of prostate cancer.
Conclusion
Given men’s perceptions and experiences of the illness, screening of 
prostate cancer seems to have wider implications. The findings suggest that 
early detection of the disease in Iran may need a screening model that 
incorporates both biomedical and psychosocial aspects of the detection 
process. I hese social processes affected by some intervening conditions, 
which is able to facilitate or constrain the strategies taken to manage the early 
detection of prostate cancer. The findings also recommended that knowledge 
about prostate cancer and the role of masculinity and men’s identity must be 
considered properly in the early detection of the illness.
Note
fhis study has carried out by Dr .Ali faghipour, PhD student in 
Division of Health & Social Care, faculty of health & Medical Sciences.
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